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Homelessness is at historical levels in the United States and New York City has not been 
immune to this nationwide trend.  Homeless populations are not only increasing in number but 
are remaining in the shelter for longer periods of time.  Homelessness, itself has been shown to 
have negative consequences on mental health and physical health, but its effects are particularly 
significant for families with children who have greater needs and who are more susceptible to 
negative experiences at early ages that can have lifelong impact.  Despite this recent data there 
has been very little to no research on the potential impact of the shelter environment on the 
mental or physical wellbeing of homeless families.  
Thus, this dissertation research aims to fill this gap in the current literature by conducting 
a secondary analysis of the HIV Prevention Outreach for Parents and Early Adolescents (HOPE) 
study to test: 1) the association between three shelter related variables (i.e., time in the shelter, 
the perceived social environment of the shelter, and difficulty following shelter rules) and 
psychosocial outcomes for caregivers (i.e., mental health, parental stress, and substance use 
among caregivers), 2) the association between three shelter related variables (i.e., time in the 
shelter, the perceived social environment of the shelter, and difficulty following shelter rules) 
v 
 
and psychosocial outcomes for youth (i.e., depressive symptoms, and substance use among 
caregivers), 3) the potential moderating effect of this perceived social environment of the shelter 
and difficulty following rules on the association between trauma and psychosocial outcomes for 
both youth residents and their caregivers.  The sample for this research consisted of youth (ages 
11 – 14) and their caregivers (n = 452) residing in 10 shelters in New York City.  Hierarchical 
regressions were employed to test various models within the three aims of the study.  In addition, 
sampling of residents within shelters and youth within families was accounted for in the analysis.  
Results of the analysis conducted indicate that the length of time in the shelter was not 
significantly associated with psychosocial outcomes for youth and caregivers with two 
exceptions, namely caregiver mental health and parenting stress.  Perception of the shelter 
environment was strongly associated with all psychosocial outcomes for caregivers and their 
youth, with the exception of caregiver substance use.  Difficulty following shelter rules was 
significantly associated with all psychosocial outcomes for both youth and caregivers (although 
the youth substance use finding was counter to what was initially hypothesized).  Trauma was 
also significantly associated with all psychosocial outcomes as well with the exception of 
parenting stress, and caregiver substance use.  The findings from the third aim of the study 
revealed that his perceived social environment of the shelter did not prove to be a significant 
moderator of the association between trauma and psychosocial outcomes for youth and 
caregivers with the exception of youth substance use.  Difficulty following rules was also not 
found to be as significant moderator with the exception of parenting stress and youth substance 
use.  However both findings are counterintuitive and discussed further in the concluding chapter.  
Thus, the findings support a more direct-effect relationship between the perceived social 
environment of the shelter and psychosocial outcomes as well as direct effects of difficulty 
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following shelter rules and may also be indicative of a buffering effect.  In addition, the findings 
of all three aims suggest an importance in the manner in which shelter is provided above and 
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CHAPTER 1: INTRODUCTION 
 
Homeless Families in the United States 
 
Among industrialized nations, the United States has the largest number of homeless 
women and children, and it has not experienced the current level of homelessness since the Great 
Depression of the 1930’s.  A recent report by the Organization for Economic Co-operation and 
Development (OECD) revealed that the US reported the 5th highest rate of housing instability out 
of all 35 OECD countries.1  Nationally, homeless families comprise roughly one third of the total 
homeless population.2  This equates to approximately 1.6 million children experiencing 
homelessness over the course of a year3, and more than 200,000 children having no place to live 
on any given day.4  In addition, families of color are overrepresented in the homeless 
population.5,6,7   
The recently released report by the United States Conference of Mayors summarized 
findings from a survey of twenty five cities of a wide range of sizes across the United States.  
The results of this survey indicated that the number of families experiencing homelessness 
increased across the survey cities by an average of 3% over the previous year, with 43% of the 
cities reporting an increase.8  This report also cited lack of affordable housing as the number one 
cause of homelessness among families.  This resulted in 73% of the cities reporting having to 
turn away families with children at emergency shelter sites.  Lastly, while homelessness declined 
by 2% over the past year among unaccompanied individuals, the percentage of homeless children 
rose 8% during the same period.  These findings speak to the disproportionate risk of 
homelessness (in this case homeless populations residing in municipal shelters) among families 
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with children relative to single adults.    
It follows then that the children within these families are at an increased risk for an array 
of negative consequences related to poverty and homelessness, such as emotional problems, and 
behavioral difficulties.9  Homelessness has also been shown to impede academic success among 
homeless children which could potentially have lifelong consequences.10,11  These poor outcomes 
are most likely in response to the fact that homeless children have been shown to experience 
twice as many stressors as children in poor families12 and are in the midst of instability.       
 
Homeless Families in New York City 
 
New York City has not been immune to the increase in homelessness occurring 
nationwide, and is also experiencing the highest rates since the Great Depression.  In fact, 
homeless families comprise a large share of the homeless in New York City and make up 
approximately 8o% of all homeless people residing each night in the NYC municipal shelter 
system.13  In February 2015, an average of 14,386 homeless families (25,105 children and 
22,357 adults) slept in municipal shelters each night.13  This rate is up 12% from the previous 
year and up 58% since the start of the recession in 2008.  In addition, the length of stay in the 
shelter is increasing along with the number of homeless families with the average shelter stay for 
homeless families now over one year (435 days).13  This represents a 25% increase over the past 
decade.  Similarly to the United States as a whole, African-American and Latino New Yorkers 
are also disproportionately affected by homelessness (including families and single men and 




The McKinney-Vento Act 
 
The McKinney-Vento Act (formerly the McKinney Act)15 is the only piece of legislation 
ever enacted in the United States to address homelessness.  This legislation was first signed into 
law in 1987 as the McKinney Act and named after Representative Stewart B. McKinney, the 
lead republican sponsor of the bill, after his death from complications related to AIDS.  The bill 
is comprised of nine titles that originally covered the provision of fifteen programs to homeless 
individuals.  The programs cover a wide range of services which include primary health care, 
mental health and substance abuse treatment services, educational services, social services (e.g. 
housing assistance, and Supplemental Nutrition Assistance Program/SNAP), and job training.  
The programs are also geared towards a wide range of homeless individuals (e.g. veterans, 
children, families, and adults).  Lastly, the bill put forth a comprehensive definition of 
homelessness, and called for the establishment of an Interagency Council on Homelessness 
which was an independent entity within the executive branch of government composed of heads 
of fifteen federal agencies.     
The act has been amended numerous times since its inception almost three decades ago.  
However, the most far reaching amendments occurred in 1990 which expanded existing 
activities under the McKinney Act in addition to the creation of new programs.  The new 
programs included the Shelter Plus Care program, which provides housing assistance to 
homeless individuals with disabilities, mental illness, AIDS, as well as drug and alcohol 
addiction.  In addition, a demonstration program was initiated to provide primary care to 
homeless children and those at risk for homelessness.16 
Unfortunately, the bill has been subject to significant cuts in recent years.  Specifically, 
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the share of the U.S. budget allocated to Homeless Assistance Grants reportedly decreased by 
8% between 2002 and 2006, and by 28% from 1995 to 2006.17  During the fiscal year of 1994, 
the Interagency Council on Homelessness lost its funding and became part of the White House’s 
Domestic Policy Council.  Later in 1995, the Job Training for the Homeless program was also 
terminated.  Lastly, the largest cut in funding came during the 1996 fiscal year which included 
the complete elimination of the Adult Education for the Homeless program, and Homeless 
Veterans Reintegration Program, among others.  While funding for some of these have been 
partially restored, funding has not surpassed the previous levels of 1995.  
 
History of Trauma, Substance Abuse and Mental Health among Homeless Mothers  
 
During the 80’s and 90’s there was a significant amount of research being conducted 
related to homelessness among individuals and families (See Appendix 1.1 for summary table).  
Since that time, there has been a paucity of literature on homeless populations and particularly 
among families.  However, the existing literature does shed light on the disproportionate 
prevalence of past trauma, poor mental health, and substance use among homeless mothers.  This 
trauma is predominantly comprised of experiences of abuse as a child, domestic violence as an 
adult, and separation from their children usually preceding or during the period (or periods) of 
homelessness.18   
Seminal work by Bassuk and her colleagues compared homeless and housed poor 
mothers across economic, psychosocial, and physical health domains using data from the 
Worcester Family Research Project (WFRP).  One of the more notable findings is that, while 
both groups of women faced extreme adversity that compromised the wellbeing of the family, 
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the homeless mothers were more likely to experience higher cumulative rates of violent abuse 
and assault over their lifespan relative to their housed counterparts.19  Homeless mothers also 
were shown to have fewer economic resources (e.g. AFDC, SNAP, Housing Subsidy) and social 
supports.20  To break this down even further, over 92% of homeless mothers reported 
experiencing severe physical and/or sexual abuse during their lifetime, and approximately 66% 
experienced physical violence.19  Among these women, 63% reported that this abuse was 
perpetrated by an intimate partner, and 43% reported having been sexually molested, usually by 
multiple perpetrators.19 
The authors also compared lifetime substance abuse among homeless versus housed 
mothers and found no significant difference between the two groups of mothers.  However, 
mothers in the study overall reported twice the rate of drug and alcohol dependence (41%) 
relative to the general population.19  Within the domain of mental health, approximately 31% of 
homeless mothers reported at least one lifetime suicide attempt.  However, it was not 
significantly different from those rates among housed mothers.19    
Bassuk and her colleagues also conducted a similar analysis with the same WFRP data to 
determine risk and protective factors for family homelessness.20  Homeless and housed women 
were again compared across several potential protective and risk factors.  The most significant 
risk factors for homeless mothers were prior drug use by respondent’s mother and prior child 
welfare placement of respondent.  Protective factors included having been a primary tenant, 
receiving cash assistance or a housing subsidy, graduating from high school, and having a larger 
social network.  They also found heavy use of alcohol or heroin over the previous two years in 
particular to be associated with an increased risk of homelessness.20  
Another study conducted by Carolyn Roll and her colleagues compared the prevalence of 
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experience with assault among homeless single women, homeless single men, and homeless 
women with children from Buffalo New York.21  These three subgroups were compared on a 
wide range of measures with established reliability and validity.  Results of the study indicated 
that women with children had the highest rate of experiencing a physical assault during the past 
six months and single men had the lowest.  In addition, the prevalence of assault was 10% higher 
among homeless women with children as compared to single homeless women.21  
Results also revealed that both groups of homeless women were more likely than single 
homeless men to be distressed (i.e. depression, anxiety, phobic anxiety, paranoid ideation, 
somatization, obsessive compulsive disorder, and interpersonal sensitivity).  This is consistent 
with literature comparing women to men in various populations.22,23,24  This increased risk 
among homeless mothers could be a result of long-term poverty and experience with physical 
and sexual assault seen among women with children.  In addition, this study did not include a 
measure of the stresses related to parenting in the context of homelessness, and it could be these 
stressors that increase the risk of behavioral health difficulties among homeless mothers.21  Roll 
and her colleagues also found that women with children were least likely to have previous or 
present substance abuse problems, and a history of hospitalization for substance abuse relative to 
single homeless men and single homeless women.21  
Zugazaga attempted to replicate these findings but instead looked at the lifetime 
occurrence of stressful and traumatic life events, as opposed to Roll and colleagues who looked 
at the previous 6 months.  Zugazaga and her colleagues assessed the variability in prevalence of 
stressful life events among single homeless men, single homeless women, and women with 
children in Central Florida using a modified version of the List of Threatening Experiences.25  
Findings indicated that both single women and women with children were more likely to have 
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been both physically and sexually abused as children than single men.  However, single women 
were more likely to have experienced sexual violence over the age of 18, experienced domestic 
violence, and been hospitalized in a psychiatric facility when compared to single men and 
women with children.  Women with children were more likely to have lived in foster care and 
been separated from their caregiver.  
Overall, single women in the study experienced significantly more stressful life events 
than single men and women with children.26  These results differ from the results of the study 
conducted by Roll and her colleagues that showed homeless women with children to be more at 
risk for some stressful life events (such as sexual assault) in contrast to single homeless women.  
Additional analysis related to substance use also found that women with children (and single 
women) were less likely than single men to have abused drugs and alcohol.26  However, the rates 
among women with children still remained significantly higher than general population and poor 
housed mothers.26  
An assessment of the needs of mothers participating in the Homeless Family Program 
(HFP) funded and implemented by the Robert Wood Johnson Foundation (RWJF) in nine sites 
across the country was also conducted by Rog and colleagues.27  Participants of the HFP were 
provided a Section 8 certificate, case management, and a range of other services.  Findings 
revealed common childhood risk factors for homelessness which included foster care placement, 
running away for at least a week, severe abuse, unwanted sexual contact, and a birth parent that 
was mentally ill or abused drugs.  The most common childhood risk was parental alcohol or drug 
abuse (40%).  In addition, 62% of the caregivers reported currently needing services for mental 
health issues, and 36% for substance abuse problems.  Thus, the results indicate a high level of 
need for support in the area of mental health and substance abuse among homeless mothers.  
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In a recent study using longitudinal data, Weinreb28 and colleagues assessed the 
prevalence of mental health disorders in homeless mothers conducted in Worcester, 
Massachusetts. Their first study in 1993 was previously described, the Worcester Family 
Research Project (WFRP), and the second in 2003 was the Worcester Homeless Families 
Program Study.  This second project in 2003 was undertaken to evaluate the effectiveness of a 
comprehensive, multimodal program conducted at a local, federally funded community health 
center that served homeless families.  The most striking finding from this study is that there was 
a fourfold higher rate of depression and a significantly higher rate of post-traumatic stress 
disorder (PTSD) in the 2003 samples compared to the 1993 sample.  These findings were 
confirmed by similar recent studies.29  The authors speculate that these increases were at least in 
part potentially due to cuts in welfare of the time, decrease of affordable housing stock, and a 
freeze in federal housing rental subsidy.  
 
Trauma, Mental Health, and Substance Use among Homeless Children and Youth 
 
Homelessness and poverty have been shown to put children at an increased risk increased 
emotional and behavioral difficulties.9,30  The negative impact from homelessness has also been 
shown to enduring, resulting in greater internalizing and externalizing mental health symptoms 
even after episodes of homelessness.31  This is most likely in response to the fact that homeless 
children have experienced twice as many stressors when compared to children in poor housed 
families.12  For youth specifically, trauma has been shown to be disproportionately higher among 
homeless youth than housed youth.32,33,34,35  This trauma is typically a result of physical and 
sexual abuse, poor relationships with caregivers, or rejection by family members.35,36  Levels of 
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trauma have also been reported to be greater among female youth than their male counterparts 
and have been associated with severe negative psychological consequences including anxiety, 
depressive symptoms, anger, and irritability.36  This experience of trauma from verbal and 
physical abuse prior to becoming homeless has also been shown to be linked with a two-fold 
increased risk of further abuse during and after episodes of homelessness and persisted even into 
early adulthood.37  
Poor mental health has also been shown to be significantly higher among homeless youth 
than among their housed counterparts.38,39  This includes higher levels of depressions, anxiety, 
and posttraumatic stress disorder (PTSD).  Specifically, prevalence rates of PTSD have been 
found to range between one quarter and one third among homeless youth.40,41  In addition, a 
recent study found prevalence rates of 41% for Major Depressive Disorder and 41% for Bipolar 
Disorder.40  These higher rates of psychiatric disorders also apply to lifetime prevalence.42,43  
Predictors of poor mental health that have been found among homeless youth include lack of 
parental care, sexual and physical abuse, and parental psychiatric disorders.44  In addition, low 
social support and length of homelessness episode have been linked with mental health 
problems.44,45  Lastly, the recent literature reveals a gender aspect to mental health among 
homeless youth: Female youth were found to have a higher prevalence of anxiety and affective 
disorders when compared to male youth (42% versus 28%, and 21% versus 12% respectively), 
while males were more likely to be diagnosed with externalizing disorders.42  This is also 
consistent with what is found in the general population.22,23,24   
Substance use among homeless youth has been found to be significantly higher when 
compared to housed poor youth.46,47,48,49  Specifically, one study found that substance use was 
twice as high among homeless high school students than housed students.49  This study also 
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found that 88% of students used at least one drug and the most common drug of choice was 
alcohol (76%), followed by tobacco (76%) and marijuana (69%).  A separate study found even 
higher rates of substance use with 97% of respondents reporting marijuana use, followed by 94% 
using tobacco and alcohol, and 73% using amphetamines, as well as 56% using crack/cocaine, 
and 40% reporting using heroin during the past year.50      
Another recent study of youth living with their caregivers in supportive housing found 
that approximately 17% of those 12 to 19 years of age had used alcohol or drugs.  This was about 
a third higher than the national average of approximately 13% of youth who were current users 
(i.e. past month).51  More than one third of the caregivers in this study also reported at least one 
concern related to their child’s psychosocial wellbeing (e.g. drug use, criminal justice 
involvement, depression, truancy, and behavioral difficulties).  The second largest consistent 
area of concern, following disruptive behavior at school, was depression or anxiety which 
increased with the age of the child.  Specifically, 12% of the caregivers with children from birth 
to 4 reported a concern with depression or anxiety, compared to 20% of caregivers with youth 
between the ages of 5 to 11, and 35% of caregivers with youth between the ages of 12 to 19.51  
The prevalence of substance use in this study is most likely lower than in the previous two 
studies mentioned due to the fact that the previous two studies focus on street youth (i.e. youth 
not living with caregivers) who are at increased risk for substance use.   
The predictive factors associated with substance use have been found to be age, length of 
homeless, and gender.  Not surprisingly, older homeless youth (i.e. > 21 years) have been found 
to engage more in injection drug use as well as use “harder” substances, such as crack, than 
younger (i.e. < 21 years) homeless youth.52  The younger youth tended to engage in more 
frequent binge drinking.  Longer episodes of homelessness have also been found to be associated 
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with higher rates of substance use.50  Similar to mental health, gender appears to play a role in 
outcomes.  Two recent studies found use of alcohol, marijuana, cocaine meth, and crack to be 
higher among male youth than among female youth.52,53  However, a separate study found 
prevalence levels between genders to not be significantly different, but that gender did affect 
comorbidity with other diagnosis.42  Specifically, female youth were found to have a higher 
prevalence of multiple diagnosis (along with the substance use diagnosis) when compared to 
their male counterparts. 
 In sum, homeless youth have been shown to have great needs in the areas of psychosocial 
development, and mental health.  Much of these poor outcomes could be due to 
disproportionately high levels of stress and trauma experienced.  The literature on trauma, mental 
health and substance use among homeless youth, in particular, is almost exclusively focused on 
homeless runaway youth not residing with their caregivers.  There could potentially be a 
significant qualitative difference in experience of runaway homeless youth living on their own 
than homeless youth residing with their caregivers.  Thus, further research is needed specific to 
homeless youth residing with their caregivers.  
While little research has focused on the association between caregiver and youth 
outcomes among homeless families, one recent study has made an effort to include such analysis.  
Gewirtz and her colleagues assessed the psychosocial status of homeless children living with 
their family in supportive housing in the Minneapolis-St. Paul metropolitan area.51  The primary 
aims of the study were to: 1) gather preliminary descriptive data on the psychosocial status of 
children in supportive housing (e.g. access to health care, school status, emotional and behavioral 
adjustment), 2) investigate the relationship between familial/environmental risk factors and 
children’s psychosocial adjustment, and 3) to gather information regarding the current internal 
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capacity of supportive housing agencies to meet children’s mental health needs.  Results of this 
analysis indicated that within the model, parent mental illness was a significant predictor of 
psychosocial concerns.  In addition, controlling for children’s age, children with a mentally ill 
parent were 1.8 times more likely to have a diagnosed or undiagnosed emotional or behavioral 
problem.  
  
The Effect of the Environment on Mental and Substance Use 
 
Social scientists have examined the importance of the environment, and the social 
environment in particular, for mental health for decades.54,55,56,57,58,59  Research has also brought 
to light the importance of social support as an important environmental component associated 
with improved mental health.60,61,62,63  Scales have been developed to measure the social 
environment.  For example, the Family Environment Scale was developed to assess for the social 
climate of the family across ten subscales which include family cohesion, expressiveness, and 
conflict.64  Using this scale, it has been shown that decreases in social support in the family 
environment are significantly associated with psychological maladjustment over a one year 
period.65  
Social support has, itself, has been shown to be an important coping mechanisms that 
buffers the negatives effects of trauma on mental health.66  This is particularly salient as 
homelessness is  traumatic in and of itself,67 and homeless caregivers are more likely to have 
experienced higher cumulative rates of violent abuse and assault over their lifespan relative to 
their housed counterparts.19,21,26  For example, a recent qualitative study conducted with 
caregivers residing in a hostel revealed a simultaneous sense of relief from violence and 
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harassment experienced prior to residing in the hostel, while reporting poor perceptions of the 
services being offered.68 
  For youth in particular, there is evidence to suggest that protective mechanisms and assets 
offered within their immediate social context can offset the effect of some structural 
determinants of health inequities, including poverty and deprivation.69,70,71  In particular, healthy 
relationships with peers and family members are critical to developing healthy coping strategies 
when confronted with stressful situations.  Environments such as schools and neighborhoods that 
are supportive and engender high levels of social capital are also fruitful ways of enhancing 
emotional well-being among youth.72   
A social ecology model focuses attention on the contexts when critically evaluating 
behavior.  The application of the social ecology model to substance use among youth in 
particular suggests that prevention approaches should include interventions effective in 
improving family and school climate for youths in addition to improving self-efficacy, school 
bonding, and peer relations.73  The model is also similar to the direct effect theory put forth by 
Cohen and Wills74 in that they both focus on contextual and environmental determinants of 
behavior and subsequent health outcomes. The direct effect model posits that there is a direct 
relationship between the social environment in particular (i.e. relationships with others, social 
support, etc.) and health and mental health outcomes.    
Thus, the social ecology theory, as well as the direct effects model, can be extrapolated to 
the social environments of shelters and would suggest then that a positive social environment of 
the shelter could be associated with a decrease risk for substance use.  Paradoxically, peer 
support has been found to be positively associated with increased substance use among youth 
when the peer are engaging in substance use themselves.34,75  However, caregivers have been 
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found to be an important protective influence against substance use among youth.  Specifically, 
less parent-adolescent distress, higher parental monitoring, as well as parental attitudes and 
modeling of substance use were found to be protective against substance use among 
youth.34,75,76,77  
 While there has been little to no research on the effect of aspects of the shelter 
environment on overall mental and emotional wellbeing or substance use, recent research has 
looked at the role of governance of the shelters.  While shelter rules can potentially provide 
needed structure in the lives of homeless families as well as protect residents, shelter rules have 
often been found to be detrimental depending on their restrictiveness and mode of 
enforcement.78,79  This is commonly due to their potential to diminish personhood and autonomy 
which are integral to overall wellbeing as well as to the recovery process from trauma.  In 
addition, shelter rules have been found to be an impediment to parenting practices and family 
routines which can support mental and emotional wellbeing.80,81  For example, a recent meta-
synthesis of qualitative studies with homeless mothers revealed that shelter rules often required 
that their children always be in their presence.  While this was most likely done for their safety it 
resulted in the children witnessing their mothers feeling sad, nervous, crying, or irritable.82 
 The shelter environment could be conceived of as what is known as a behavior setting in 
environmental psychology.83  This was a theory put forth by Roger Barker and describes the 
forces outside of the individual which affect the psychological processes and subsequent 
behaviors of groups of individuals and have notable characteristics.  First, behavior settings must 
have a specifiable geographic location.  In the case of family shelters they are readily identified 
by the physical structure.  The second criterial is that behavior settings have temporal 
boundaries.  In other words, they should have understood beginnings and ends as would a typical 
15 
 
time spent in the shelter would.  Behavior settings should also be discriminable or able to be 
perceived.  This is the case with many family shelters as many have signs or heavily guarded 
entrances (more so than would be found in typical apartment buildings).  Behavior settings 
should also be quasi-stable and thus able to handle disturbance to the system and preserve their 
integrity.  This is true in that residents come and go, but the setting remains.   
 What is noteworthy regarding behavior settings is that because they collectively shape the 
psychological processing of a group of individuals as well as their subsequent behaviors, the 
psychological processes cultivated within these settings could have health implications, vis-à-vis 
health related behaviors.  In addition, there are often as gatekeepers of these behavior settings 
who shape this behavior and control the flow of resources and knowledge.84  This is important 
from a public health perspective because it suggests that there are areas ripe for intervention in 
order to achieve behavior a change of psychological processing at the group level (namely the 
behavior setting primarily through the gatekeepers).  
 
Limitations of Current Literature  
 
The literature to date suggests that overall women with children suffer disproportionately 
from trauma and struggle with substance use when compared to the general population.21,26  
Some of this more recent research in the area of substance use and trauma has compared single 
homeless women to homeless women with children.21,26  However, it is not clear whether the 
women who were described as “single” do not have any children or whether they were separated 
from them as is not uncommon during episodes of homelessness.3,4,85,86,87  Particularly in the case 
of substance use or poor mental health, the children may have been removed from their mother’s 
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care, or the mother could have given up custody of the child given their behavioral health 
struggles.    
This could represent a selection bias in which some of the women who are assigned to the 
“single” category are in fact mothers, but temporarily separated from their children.  This 
phenomenon could bias the results away from the null when comparing the two groups of 
women.  Thus, it could appear as if the rates of substance use were significantly lower among 
mothers with children when compared to single women (as was found in the Zugazaga study), 
when in fact the rates among mothers is closer to (or greater than) than the rates among truly 
single women.  
Much of the research to date also compares housed families, youth, and children living in 
poverty with homeless families (e.g. WFRP study).  These families have been found to be more 
similar than dissimilar on various risk factors.  This could be due to the fact that homelessness is 
often episodic and not always chronic.  In addition, poverty itself is the greatest risk factor for 
homelessness.  Therefore, many of the housed poor families could have been homeless in the 
past and could become homeless in the near future.  This presents a great methodological 
challenge when attempting to compare these two groups.  The surest way to attempt to address 
this would be to ensure that at a minimum the families in the housed group were never homeless 
(which the WFRP study does).  In addition, when designing a longitudinal study of the effects of 
homelessness, if participants should become homeless during the study the best approach would 
be to determine any change in the outcome of interest prior to the episode of homelessness 
versus after the episode of homelessness.  This may also allow you to infer causality when 
observing the effect of homelessness on various outcomes.   
As previously mentioned, the current literature could also be enhanced by collecting data 
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regarding shelter characteristics within various shelter sites.  This data could then be used to 
determine which characteristics are supportive of good health and mental health among its 
residents and which are less supportive (or even harmful).  For example, shelter size is a 
characteristic that could be considered when thinking about mental health outcomes.  Does a 
shelter size (i.e. number of units and size of units) have any bearing on outcomes for the 
resident?  Do the residents feel more of a sense of community and support in smaller shelters or 
do residents feel safer in larger more visibly prominent housing sites?  Does having amenities, 
such as recreational space for children, affect behavioral health outcomes for the youth?  These 
are but a few of the questions that could be addressed by collecting this data which is not present 
in the current literature.  
Lastly, the preponderance of the current studies on homeless youth is with runaway or 
street youth who are not living with their caregivers.88,89,90  Within this area of research there is a 
large portion devoted to risk behavior among LGTB youth (i.e. drug use, survival sex, etc.).91,92  
However, there is a dearth of literature on homeless youth living with their caregivers. In 
particular, only one study could be found related to substance use among homeless youth 
residing with their caregivers.51  Therefore, the current literature leaves a large gap that can be 
filled by intervention research aimed at addressing the specific and great needs of homeless 









Despite the fact that this link between overall psychosocial wellbeing (i.e. mental health 
and substance use) and the social environment has been well established,60,61,66,74,93 no study to 
date has looked at whether aspects of the shelter environment specifically are associated with 
poor psychosocial wellbeing. The extant research findings also indicate that the social 
environment of the shelter can serve as a potential place to intervene to enhance mental health 
and reduce substance use, and reduce the negative effects of the trauma that a preponderance of 
the families in the shelters have experienced due to homelessness itself or due to circumstances 
that led them to be homeless (e.g. abuse, poverty etc.).  Thus, this dissertation research aims to 
fill some of the gaps in this literature.  
The first aim of the study was to test the association between three aspects of the shelter 
experience (i.e. time in shelter, perceived social environment in the shelter, and difficulty 
following rules) and caregiver mental, parental stress, and caregiver substance use.  The second 
aim was to test the association between the same three variables related to the shelter experience 
and mental health and substance use outcomes for youth.  Lastly, the third aim assesses the 
moderating effect of the perceived social environment of the shelter and difficulty following 
shelter rules on the association between trauma and psychosocial outcomes (i.e. mental health 
and substance use) among both youth and caregivers.   
Thus, these analyses examine the effect of positive aspects (i.e. perception of social 
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environment) as well as potential negative aspects of the shelter (i.e. difficulty following rules) 
on mental health.  Analysis was conducted using cross-sectional data from a federally funded 
study, HIV prevention Outreach for Parents and Early Adolescents (HOPE), focused on families 
residing in shelters which is described in more detail below.  It was hypothesized that there 
would be a direct association between length of time in the shelter and poor mental health.  In 
addition, positive perceptions of the social environment of the shelter was also hypothesized to 
be associated with overall better mental wellbeing and lower substance use.  Lastly, it was 
hypothesized that difficulty following shelter rules would be positively associated with poor 
mental health and greater substance use. 
 Thus, the three specific aims of the dissertation research are as follows:  
 
AIM 1 
a) To conduct an exploratory factor analysis with caregiver responses to nine items related to 
the shelter environment to create a scale that measures the perceived social environment of 
the shelter.   
b) To assess the direct effect of the perceived social environment of the shelter (i.e. feeling of 
camaraderie, having things to do in the shelter, and the like) on global mental health.    
c) To assess the direct effect of the perceived social environment of the shelter on parental 
stress. 
d) To assess the direct effect of the perceived social environment of the shelter on the number of 
substances used in the past 30 days.   
 
It is hypothesized that poorer perceptions of the social environment will be associated with 
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greater mental health symptomatology, higher levels of parental stress, and use of greater 
number of substances within the past month among caregivers.   
 
AIM 2 
a) To conduct an exploratory factor analysis with youth responses to nine items related to the 
shelter environment to create a scale that measures the perceived social environment of the 
shelter.   
b) To assess the direct effect of the perceived social environment of the shelter among youth on 
their mental health.  
c) To assess the direct effect of the perceived social environment of the shelter among youth on 
the number of substance used within the past 30 days. 
 
It is hypothesized that poorer perceptions of the social environment will be associated with 
poorer mental health, and use of greater number of substances within the past month among 
youth.   
 
AIM 3  
a) Test the moderating effect of the perceived social environment of the shelter  on the 
association between trauma and psychosocial wellbeing (i.e. mental health, parenting stress, 
and substance use) among caregivers,  
b) Test the moderating effect of the perceived social environment of the shelter on the 
association between trauma and psychosocial wellbeing (i.e. mental health and substance 
use) among youth.   
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c) Test the moderating effect of difficulty following shelter rules on the association between 
trauma and psychosocial wellbeing (i.e. mental health, parenting stress, and substance use) 
among caregivers,  
d) Test the moderating effect of difficulty following shelter rules on the association between 
trauma and psychosocial wellbeing (i.e. mental health and substance use) among youth.   
 
It is hypothesized that among both caregivers and their youth, the perceived social environment 
will have a moderating effect such that the relationship between trauma and psychosocial 
outcomes will be attenuated among caregivers and youth who perceive the shelter environment 
to be supportive.  It is also hypothesized that among both caregivers and their youth, difficulty 
following shelter rules will have a moderating effect such that the relationship between trauma 
and psychosocial outcomes will be attenuated among caregivers and youth who report not having 
difficulty following shelter rules. 
 
The Parent Study of Dissertation and Preliminary Findings: HIV prevention Outreach for 
Parents and Early adolescents (HOPE) 
 
The parent study for this proposed dissertation research is the HOPE (HIV prevention 
Outreach for Parents and Early adolescents) project, funded by the National Institute on Drug 
Abuse (NIDA) and carried out by a team of researchers and community members at the Mount 
Sinai School of Medicine.  The overall goal of this research was to examine family functioning 
and HIV and substance abuse risk among homeless families in New York City.  Data on 452 
caregivers and youth (ages 11 – 14) nested within ten family shelters (see Table 2.1) across New 
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York City were collected from April of 2006 to May of 2008.94  The shelter names, borough 
location, approximate maximum capacity, and sample size from each site are included in Table 
2.1.  
The eligibility criteria for the HOPE study were that the family resided in the shelter at 
the time of recruitment and that they had children between the ages of 11 – 14 living with them 
who were willing to participate as well.  The only exclusion criterion for the study was that the 
participant did not have the mental capacity to fully comprehend the consent process.  The length 
of time any one family had spent in the shelter varied.  The data were collected via self-
administered questionnaires with the exception of the sexual risk portion of the youth survey.  
Caregivers and their youth would typically complete the questionnaires at the same time, but 
would be physically distant from one another so that they would not be able to see one another’s 
responses to the survey.  Once the youth had completed the survey up to the sexual risk taking 
portion, they were instructed to stop, and a member of the research staff would administer the 
last portion of the survey in a separate room.  However, all measures included in the proposed 
analysis for this dissertation were obtained through self-report.  Caregivers were given $20 and 
youth were given $10 as compensation for their completion of the survey which took an 
approximately of 40 minutes to complete.  
All participants were provided an ID number at the time of enrollment in the study.  The 
youth and the caregivers from the same family were provided ID’s that corresponded with one 
another, or “root” ID, in order to be able to readily identify the caregivers and children from the 
same family.  For example, if the caregiver’s ID was 186 the youth’s ID would be 186a.  If there 
is a second child in the family between the ages of 11 - 14 who participated they would be 186b 
and the third would be 186c.  The number of youth per family included in the study ranged from 
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one to three.  
 
Participating Shelter Sites in the HOPE Study 
 
As noted in the footnotes to Table 2.1, the shelters house homeless families exclusively 
(i.e. they do not house single adults without children) and are largely run by non-profit agencies.  
Each of the non-profits have their own mission and goals as distinct entities and the physical 
structures and spaces vary even within and agency.  For example, the two shelters run by 
Volunteers of America (VOA) included in the study, Regent House and Lydia E. Hoffman 
Residence, varied greatly in terms of the size of the shelter and the physical space.  Regent 
House was a large building on the Upper West Side with a large VOA banner on the outside and 
the feel when you entered the building resembles a recreational center (e.g. large lobby, large 
recreational room on the right as you enter and a front desk).  The building is also equipped with 
an elevator.  Lydia E. Hoffman Residence, is much less conspicuous and is located on a quiet 
street in the Bronx.  The physical structure of the building also more closely resembles a typical 
apartment building.  The first noticeable difference between a typical residential building and 
this housing site, however, is the prominent glassed in front desk as you enter on the right where 
all visitors and residents are required to sign in. 
Despite the structural and aesthetic distinctions between the shelters included in the 
HOPE study, they are all what would be considered supportive housing sites.  The goal of 
supportive housing is to provide preventative and treatment services to address a wide variety of 
needs including mental health and substance abuse with the ultimate goal of preventing 
homelessness, and services are typically found within the housing site.  Specifically, the services 
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that were found in some of the participating shelter sites included child care, after school 
activities for children, and provision of basics upon arrival including bathroom necessities like 
toothpaste, soap, shampoo and toilet paper.  In addition, many of the units (such as those in the 
Women-in-Need shelters) included separate kitchen, bathroom and sleeping space. 
 
Variables and Constructs Included in the HOPE Dataset 
 
Variables in both the Caregiver and Youth Survey 
There were constructs that were measured using the same items in both the youth and the 
caregiver surveys.  The overlapping constructs measured among both youth and caregivers 
included demographics95 (i.e. race, gender, education, length of stay in the shelter and history of 
homelessness), HIV/AIDS knowledge, monitoring and supervision by caregivers96, HIV/AIDS 
stigma, frequency and comfort level of conversations with youth around sex and drugs97, within 
family support97, substance use98, perceptions of the shelter, experiences of traumatic life 
events.99  
A scale measuring racial socialization was also included in both the caregiver and youth 
assessments.  This tool was designed to measure the construct of racial socialization, which can 
defined as communicating about one’s race, how they are perceived in society because of their 
race, and ways of coping effectively within structures and environments in which racism and 
racial discrimination are present to varying degrees.100,101  Fifteen items from the Scale of Racial 
Socialization for African American (SORS) were used for the HOPE study.102  Given that the 
scale was initially designed specifically for African Americans, the scale was adapted to address 
issues of racism in minority groups in general.  
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Distinct Variables in Caregiver and Youth Surveys  
Distinct facets of mental health were measured for youth and caregivers.  Symptom 
severity was measured by the Brief Symptom Inventory (BSI) for adults.103  The Child 
Depression Index (CDI)104 was used to measure depression specifically among youth.  The 
caregiver survey included the measurement of two constructs not applicable to youth.  The first 
was parental stress, as measured by the Parental Stress Index (PSI).  The second was the 
caregiver’s appraisal of their youth’s mental health need, using the Strengths and Difficulties 
Questionnaire (SDQ).105  The youth survey captured data on perception of sexual history of peers 
(i.e. “How many of your friends do you think have had sex yet?), in addition to their own sexual 
history and experience of being in a situation of sexual possibility (i.e. alone with friends without 
adult supervision).106  Beliefs and attitudes regarding sexual risk taking were also included in the 
youth survey.  Lastly, youth were asked to list life goals as open ended responses.  A more in-
depth description and psychometric properties of scales and items specific to the dissertation 
research are included below.   
 
Description of Measures and Psychometric Properties from Previous Research 
 
          The following scales were included in the current dissertation analysis using the HOPE 
dataset.  Below are a description of the scales as well as psychometric properties found in 
previous research.  See Table 2.2 for a summary of psychometric properties of the scales.   
 
Brief Symptom Inventory (BSI) 
The outcome of interest for the paper was the overall mental and emotional wellbeing of 
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the caregiver, which was measured using the Brief Symptom Inventory (BSI).107  This measure 
consists of a self-report symptom inventory of 53 items designed to assess the psychological 
symptoms of individuals during the past 7 days.  This measures consists of nine symptom 
dimensions including somatization, obsessive-compulsive, interpersonal sensitivity, depression, 
anxiety, hostility, phobic anxiety, paranoid ideation, and psychoticism.  Respondents rank each 
item on a 5-point scale (0 = Not at all, 1 = A little bit, 2 = Moderately, 3 = Quite a bit, and 4 = 
Extremely).  These rankings represent intensity of distress and of symptoms during the past 
week.   
Each individual symptom dimension was found to have Cronbach’s Alpha coefficients 
that ranged from 0.71 on Psychoticism to 0.85 on Depression, denoting good internal 
consistency.108,109,110  In addition, each of the nine dimensions has been shown to have good test-
retest reliability individually which ranged from 0.68 for Somatization to 0.91 for Phobic 
Anxiety.103  The Global Severity Index (GSI) of the BSI includes individual scores of 
respondents on all nine dimensions, and is calculated by taking the total score of all items and 
dividing that sum score by the number of items with valid responses.  While no alpha reliability 
has been reported on this total index, test-retest reliability was found to be strong at 0.91.110  
 
Parenting Stress Index – Short Form (PSI - SF) 
Parental stress was measured by the Parenting Stress Index – Short Form (PSI –SF)111 
represents an abbreviated version of the initial full version.112  This scale contains 36 items that 
are divided into three domains: Parental Distress (PD), Parent-Child Dysfunctional Interaction 
(P-CDI), and Difficult Child (DC), which combine to form a Total Stress score.  Each of the 
three domains is comprised of 12 items.  The responses for each item are comprised of a 5-point 
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Likert scale (1 = Strongly Agree, 2 = Agree, 2 = Not Sure, 3 = Disagree, 4 = Strongly Disagree).  
These responses are then reverse coded for scoring so that higher scores indicate higher levels of 
parental distress.  
The parent distress subscale measures level of distress resulting from personal stress 
(depressive symptoms, conflict within relationship with partner, and life restrictions perceived) 
as related to parenting.  The Parent-Child Dysfunctional Interaction subscale measures the extent 
to which parents feel dissatisfied with parent-child interactions, and the extent to which parents 
feel child’s behavior is unacceptable.  Lastly, the Difficult Child subscale measures parent 
perceptions of child’s ability to self-regulate.  The entire PSI-SF has been shown to have good 
internal consistency with an alpha of 0.91, as well as a test-retest reliability coefficient of 0.84 
over a 6 month interval.113   
 
Children’s Depression Inventory (CDI)  
 The youth reports of depression were measured via 16 items from the Child Depression 
Index.114 The CDI contains 27 items, each of which consists of three statements where youth 
indicate the statement that best describes their feelings over the past two weeks.  For example, 
the three statements for one item is are as follows: 2 = “Nothing will ever work out for me.”, 1 = 
“I am not sure if things will work out for me.”, 0 = “Things will work out for me OK.”.  This 
scale also consists of two subscales, emotional problems and functional problems.  Functional 
problems can be described as issues related to ineffectiveness (e.g. “I do everything wrong.)” and 
interpersonal problems (e.g. “I do not have any friends.”).  Emotional problems captured in the 
scale include negative moods or physical symptoms (e.g. “I am sad all the time”), as well as 
negative self-esteem (e.g. “I hate myself.”).  The average total scores can be obtained by 
28 
 
summing the scores of each item and dividing by the number of completed items.  The same can 
also be done for the two subscales (i.e. emotional problems, and functional problems).  A higher 
total score indicates greater symptomatology related to depression.    
During the development and testing of the measure, Cronbach’s alpha was used to obtain 
reliability measures across a group of nine studies.  The results indicated good to excellent 
internal consistency with alpha from 0.71 to 0.89, and adequately measured depressive 
symptoms.115  In addition to these nine studies conducted by the developer, Maria Kovak, further 
found moderate116 to high reliability.104,117,118  One study used the Kuder-Richardson test of 
internal consistency and obtained results reflecting high reliability.119  The validity of the CDI 
has also been well-established which included content and discriminant validity.114,115,116,117,120,121  
 
Trauma Scale 
The total trauma scale for the HOPE study included 16 items in all (6 of them from the 
CSI Exposure to Violence Subscale) related to experiences in the past year.  Six of the comprise 
the Exposure to Violence Subscale from the City Stress Inventory were included as part of the 
trauma scale for both the caregiver and the youth participants.99  Responses to items were given 
on a three-point Likert scale; 0 = never, 1 = once, 2 = a few times, and 3 = often.  Examples of 
items included a ‘‘A family member was attacked or beaten’’ and ‘‘A friend was stabbed or 
shot.’’  The complete Exposure to Violence subscale has been reported to have good internal 
consistency with an alpha of 0.85, as well as a test–retest reliability of 0.75.99  The remaining 10 
items in the scale included items around physical and sexual violence to the respondent 
themselves (e.g. “[I] was physically attacked.”, or other community related traumatic events (e.g. 
“You witness a fight in which a weapon was used”).  The response categories for all 16 these 
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items were dichotomous yes = 1 and no = 0.  
   
Preliminary Findings from Previous Analysis with HOPE Data 
 
Preliminary analysis of the HOPE data revealed a negative association between family 
processes and ever using drugs among youth.  Among the subsample of youth in the analysis, 
72% of the subsample of youth (n=143) reported no substance use ever, while 18% (n=35) 
indicated having used one substance during their lifetime and 10% (n=20) indicated having used 
two to three substances during their lifetime.122  In reference to youth who reported no substance 
use, those who reported having used two to three substances were older (OR=7.5; 95% CI =1.8-
30.9), and reported a higher level of exposure to stressors (OR=4.8; 95% CI =1.5-14.7).122  
Furthermore, youth of adult caretakers who reported difficulties with the three family 
processes considered (family communication, caregiver monitoring and supervision, and within 
family support) had an increased odds (OR=4.4; 95% CI =1.2-16.5) of having used two to three 
substances.122  Lastly, three child related factors were found to be significantly associated with 
alcohol use among homeless youth: 1) youth’s rating of parent-child communication regarding 
'hard to discuss' topics (i.e., alcohol, drugs, HIV/AIDS, having sex, STD's, gangs, and puberty), 
2) child depression, and 3) child exposure to community violence.123  
More recent analysis explored the relationships between caregiver exposure to violence, 
caregiver depression, and youth depression and behavioral problems among homeless families.  
The findings revealed that caregiver violence exposure was significant associated with both 
youth behavioral problems and youth depression symptoms, as mediated by caregiver 
depression.  Specifically, the path from caregiver violence exposure to caregiver depression was 
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positive and statistically significant (β = 0.23, p< .05).  The path from caregiver depression to 
youth behavioral problems was also positive and statistically significant (β = 0.37, p< .05), as 
was the path from caregiver depression to youth depression symptoms (β = 0.20, p< .05).124 
  
Community-based Participatory Research  
 
 It is worth mentioning that the parent study for this dissertation research, HOPE, was 
guided by the community-based participatory research (CBPR).  This has been defined as a 
process that recognizes the strengths that each partner brings, which includes researchers as well 
as consumers, to the collaborative research  process.125  More specifically, the Bronx Community 
Collaborative Board founded by Dr. Mary McKay, was formed to create, conduct, and 
disseminate research on issues plaguing their community such as AIDS, poverty, and substance 
abuse.  The group was comprised of not only university researchers but also parents, teachers, 
parent advocates, and others from the Bronx community where the large preponderance of their 
research would be carried out.  
CBPR is guided by the framework of Paulo Freire’s outlined in “Pedagogy of the 
Oppressed” which shifts the locus of control of research from traditional scholars to members of 
the community where the research will be carried out.126  The ultimate end goal of which is to 
empower community members in the process and to have the end product be a collaboration 
between both the community members and scholars.  CBPR also has roots in Pragmatic 
philosophy put forth and practiced by James, Pierce and Dewey which aimed to bridge the divide 
between theory and practice.127  Pragmatism values research endeavors by the actionable quality 
of the results and their applicability to improving conditions for individuals and groups of people 
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in the real world.  Pragmatism is not interested in research endeavors that are solely theoretically 
based.    
 In keeping with the CBPR tradition, the members of the board were responsible for the 
initial conception of the research question and grant for the HOPE project.  However, even more 
relevant to the current dissertation research is that they also collaborated on the creation of the 
survey administered for the study as well as the data collection for the original study.  Thus, the 
results of these efforts form the foundation of the secondary analysis for this current dissertation.  
These efforts were integral to creating and implementing research that was culturally competent 
by including members of the communities where the research would be carried out in the 
decision-making process at all stages of the research project.  It also aided in recruiting 
participants into the study as the board members often fostered a greater sense of trust and 
comradery.  
 
Theoretical Models Guiding the Dissertation Research 
 
The current literature also proposes a specific model to describe the manner in which 
social relationships influence health outcomes.  Two complementary theories are proposed by 
Cohen and Wills.  The first being the direct or main-effect model (See Figure 2.1) which posits 
that social embeddedness (i.e. extent of social interactions and relationships) affect health and 
mental health directly.74  However, for the purposes of this dissertation we will focus on the 
extent to which social environments affect mental health in particular.  The effects of social 
relationships on mental health outcomes occurs in three ways, according to the main-effect 
model.  The first is that social support is posited to directly affect psychological states directly.  
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The second is that social support is posited to affect psychological states as mediated by 
increased transfer of information and access to services, in addition to setting health related 
behavioral norms (e.g. smoking, diet, etc.).  
Lastly, the direct-effect model posits that social support affects psychiatric disease 
outcomes via psychological states and neuroendocrine responses.  Neuroendocrine responses are 
those responses in the brain that occur when stress (or disruptions in homeostasis) leads to the 
activation of two areas of the brain, the hypothalamic-pituitary-adrenal (HPA) axis and the 
sympathetic nervous system (SNS).  This then leads the body attempting to make the necessary 
physiological and metabolic changes required to cope with the demands of strain on homeostasis 
by secreting hormones that can often be triggers for psychiatric disease such as depression.128   
The Stress Buffering Model (See Figure 2.2), on the other hand, posits that negative 
events (e.g. homelessness) negatively impact physical and mental health through appraisal of 
demand and adaptive capacities as well as perceived stress.  Each stage of the process can be 
moderated or buffered by perceived or received social resources.74  Specifically, it has been 
suggested that perception of social support (e.g. perceived support) as well as actual concrete 
functional aspects of social relationships operate through a stress buffering mechanism.  Hence, 
the perceived availability of functional support is thought to buffer the effects of stress by 
enhancing an individual’s coping abilities.93  This functional support typically includes 
emotional support, tangible support (e.g. financial assistance, material goods, etc.), informational 
support, and companionship support.129,130          
 While there have been studies that have supported the notion of the stress buffering 
model, in work settings131 and among male caregivers132, there have been equal number of 
number of studies that have not supported the stress buffering theory in moderating the effects of 
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stress on depression among adults128 as well as depression and other behavioral problems (e.g., 
alcohol use and delinquent activity) among youth.133,134  These studies do, however, support the 
main-effects model and find positive direct effects of supportive social environments.  In other 
words, the findings collectively suggest that support for the stress-buffering model is 
inconsistent.  In addition, when the stress-buffering theory is not supported, lack of social 
support could be contributing to negative psychosocial outcomes.  
 
Application of the Main-effect Model and Stress Buffering Model to the Current 
Dissertation Research    
 
 The Main-effect Model and Stress Buffering Models are both conducive to guiding the 
current research project in that the perceived social environment of the shelter is being posited to 
buffer against or directly affect psychosocial outcomes for youth and caregivers residing in the 
family shelters.  Should direct associations be found between the perceived social environment 
of the shelter and the psychosocial outcomes (i.e., substance use and mental health), the results 
would support a main-effect.  However, should the perceived social environment be found to 
moderate the association between trauma and psychosocial outcomes, the results would lend 






CHAPTER 3: METHODS 
 
Descriptive Statistics and Correlational Analysis 
 
Three outcome measures were considered in this research: caregiver mental health, 
caregiver parenting stress, and caregiver substance use.  The independent variables included the 
perceived social environment of the shelter (Aims 1 and 2) and trauma (Aim 3).  All variables 
used for this dissertation analysis were derived from the HOPE study previously described.  
Frequencies of all variables were carried out using PROC FREQ procedure in SAS.  All 
variables with “777’s” were set to missing.  For continuous variables the PROC MEANS 
procedure was used to obtain descriptive data including means and standard deviations.  
Percentages of each response category were obtained for dichotomous (yes/no) and categorical 
response items.  These frequencies, means and standard deviations can be found in tables 4.1 
through 4.4 and are reported in the following results chapter (Chapter 4).  Specifics on the 
variables used in the analysis are below including information related to answer categories and 
coding and recoding of variables.   
Correlation matrices were created to explore relationships between the independent 
variables and dependent variables, as well as relationships between dependent variables and 
demographics.  Pearson correlation coefficients were conducted for the continuous variables (e.g. 
caregiver age and mental health), and point-biserial correlations were conducted for correlations 
between continuous and dichotomous variables (e.g. mental health and first time in the shelter).  
Lastly, Phi coefficients were used to assess for correlations between two dichotomous variables.  
Phi correlation coefficients for ordinal variables were created for each response category.  
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Correlation coefficients and significance levels are reported in the following results chapter 
(Chapter 4).      
 
Exploratory Factor Analysis of Items Related to the Shelter Environment 
 
  In the HOPE study, nine items were created to assess two domains of the social environment 
of the shelter.  These items were included in both the youth and the caregivers’ surveys.  The first 
domain was best defined as perception of the social environment (i.e. positive social interaction 
with other residents and staff of the shelter, feelings of comradery, and feelings of safety).  The 
second domain was related to ability to follow rules within the shelter.  This portion of the survey 
was created by the research team and had not been used in previous research.  Thus, an exploratory 
factor analysis (EFA) had never been conducted previously to assess how well the variables “hang 
together” (i.e. to what extent the measure the same construct).  The end product were the following 
nine items with dichotomous response categories (yes/no):  
1. Do you have friends at the shelter? 
2. Do you feel safe at the shelter?  
3. Are there things for people to do at the shelter? 
4. Are there things for families to do together at the shelter?  
5. Is there a staff person that you like?  
6. Are there rules that you have to follow at the shelter?  
7. Do you have trouble following these rules?   
8. Do you get in trouble for not following rules at the shelter? 
9. Does the staff at the shelter help you and your family?  
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Five Methodological Considerations when Conducting an Exploratory Factor Analysis 
   
  Fabrigar and colleagues outline five issues to consider when conducting an EFA.135  They 
are study design (e.g. sample size), the appropriateness of EFA, the ideal means of assessing model 
fit (e.g. Principal Factor Analysis), determining the number of factors that are represented within 
the items, and the ideal form of matrix rotation (e.g. orthogonal or oblique).  These five issues 
were considered when conducting this particular EFA.  
 
Study Design 
  Currently there is a wide range of suggested sample sizes to provide sufficient power when 
conducting an EFA.  Gorsuch and colleagues suggest a ratio of five participants per each variable 
136, while others have suggested a ratio of 10 to 1.137  The sample size of adult and youth 
subsamples separately meets both criteria given that the proposed EFA includes nine items and the 
samples size of each group is over 200.  In addition, Fabrigar and his colleagues have suggested 
including three to five items for each common factor that is expected from the EFA.  The proposed 
analysis includes six items that are hypothesized to measure the positive social interaction (i.e. 
items 1 through 6 above).  The second domain, the ability to follow rules within the shelter was 
hypothesized to be measured by the remaining three items (i.e. items 7 through 9 above).  Thus, 
the proposed EFA follows the methodological guidelines suggested by Fabrigar.    
 
Appropriateness of EFA 
  EFA is most appropriate when the goal of the analysis is to identify latent constructs being 
measured by the items.  In addition, EFA is appropriate when there are no a priori models on which 
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to base the analysis on.  Given that the nine items above have not been previously assessed using 
factor analysis and there is no known survey or items designed to measure the social environment 
of the shelter, EFA is an appropriate analysis to conduct with the nine created items.  
 
Model Fit Procedure 
  There are various procedures for testing the model fit, these include maximum likelihood 
(ML), principal factors, and iterative principal factors.  However, when the assumptions of 
multivariate normality cannot be met or confirmed, the principal factors procedure is the preferred 
test for the model fit.  Given that multivariate normality cannot be assumed with the variables in 
the proposed analysis, the principal factor procedure was employed.  
 
Determining the Number of Factors  
  When using the principal factor analysis, Fabrigar recommends using a scree graph or test 
and the eigenvalues.  When interpreting the factor loading, it is customary to use 0.4 as the cutoff 
to determine that an item is loading onto a particular factor.  The scree plot, which is a graphic 
representation of eigenvalues, can be used to assess the number of factors that are being measured 
by the items.  Specifically, the Kaiser-Guttman rule, or the "eigenvalues greater than one" rule, 
has been most commonly used and states that the number of factors to be extracted from the items 
should equal the number of factors having an eigenvalue greater than one.  The reasoning for this 
is that a factor must have a variance equal to or greater than the variance of any single original 
variable.  A two factor pattern was hypothesized (i.e. social environment and shelter rules) when 




Form of Rotation of the Matrix 
     Rotation of the correlation matrix is done in factor analysis in order to simplify the factor 
structure and to achieve a more meaningful and interpretable solution.  There are two forms of 
rotation to choose from when conducting factor analysis.  The first is orthogonal rotation which 
maintains the reference axes of factors at 90 degrees.  If factors are presumed to correlate with one 
another, then the axes are not held at 90 degrees and the rotation is referred to as an oblique 
rotation.  Oblique rotation was used initially given that the two domains (or factors) that were 
assumed to be represented in the items may be correlated with one another.  However, an 
orthogonal rotation was also conducted since it was not initially clear whether both factors were 
expected to be correlated to one another or not.  The results from the orthogonal and the oblique 
EFA’s did not produce different factor loading patterns, indicating that the two factors were not 
highly correlated.  
 
Creation of a Scale Score for the Perceived Social Environment 
  
The results of the EFA indicated that the two factor model was not sufficiently met, as 
the Eigenvalues indicated that there was only one factor with an Eigenvalue over one.  However, 
for the adult caregivers, there were four items that sufficiently loaded onto the one factor of 
perceived social environment within the shelter (i.e. loading values of over 0.4).  These items 
were: “Do you feel safe at the shelter?”, “Are there things for people to do at the shelter?”, “Are 
there things for families to do together at the shelter?”, and “Does the staff at the shelter help you 
and your family?”  A continuous variable was created which consisted of a sum score of all 
“yes” responses to these four items which measured the construct of the perceived social 
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environment of the shelter, with good internal consistency (alpha = 0.67).   
The results of the EFA with the youth data however did not indicate that any of the nine 
items loaded onto any one factor.  The same four items also did not possess the same level of 
internal consistency with only an alpha of 0.46.  The results of the EFA are discussed further in 
the following results chapter (Chapter 4) along with psychometric properties and descriptive 
statistics of the sum score variable for both youth and caregivers.  However, the same four items 
that loaded onto the one factor among the caregivers was used for the perceived social 
environment scale for the youth as well given that three out of the four items (i.e., items 2, 4, and 
9) did load onto the same factor for the youth and in order to keep the caregiver analysis 
consistent with the youth analysis.   
  
Caregiver Variables Included in Analysis and Recoding Procedures 
 
Caregiver Age (Covariate) 
Caregiver age was measured as a continuous variable and calculated from their date of 
birth at the time of the assessment.  (See Appendix 3.1, section 1 for these and all demographic 
items in survey)  Given that the relationship between age and mental health outcomes is often 
curvilinear, the age of the caregiver was squared and added to the model along with age to 
account for this.  However, including the square of age did not alter the outcomes of the analysis 
and thus the original age variable was included in the final analysis.  The average age of the 





Race (Covariate)  
Race was a categorical variable which consisted of three response categories derived 
from the CHAMP Family program demographic questionnaire.95  Race was initially comprised 
of two dichotomous variables.  The first asked whether the respondent identified as Hispanic and 
the second question asked the respondent whether the respondent identified as black.  These 
items were then combined to create one item with three categories, 1 = black only (47%), 2 = 
mixed/other (11%), and 3 = Hispanic only (47%).  This three-category variable was treated as a 
“class” variable in SAS, essentially producing a set of dummy-coded variables.  The Black race 
category was used as the reference category.  (See appendix 3.1, section 1 for items) 
 
Number of Youth Ages 11 – 14 (Covariate) 
The variable capturing the number of children between the ages of 11 – 14 represented 
the number of children in the family that were eligible to participate in the study and ranged from 
1 to 3.  The variable was dichotomized given the low frequency of youth in the third category.  
The final answer categories therefore included “one youth” (82%) and “two or more youth” 
(18%).    
  
Caregiver Education (Covariate) 
Caregiver education level originally consisted of six ordinal answer categories which 
were “8th grade or less”, “some high school”, “completed high school/GED”, “some college”, 
“completed college”, and “post college”.  The first two categories were collapsed into one 
category, given the relatively low frequency within the categories.  Similarly, the last three 
categories were collapsed into one category.  For the analyses reported herein, the caregiver 
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education variable consisted of three categories:  “some high school or less” (47%), “completed 
high school/GED” (27%), and “some college or more” (26%).  (See appendix 3.1, section 1 for 
item) 
 
First time in Shelter (Covariate) 
It was thought that first time shelter experiences might be more difficult for women and 
their children so this item was kept in the analysis.  Time in shelter was a dichotomous variable 
that was measured with the item “Is this your first time staying in a shelter?”  The answer 
categories were “yes/no”.  Fifty-eight percent of the caregivers reported that this was their first 
time residing in a shelter.  (See appendix 3.1, section 1 for item)    
 
Length of Time in Shelter (Covariate)  
This was measured by one item “How long have you been living in this shelter?”  The 
responses categories were ordinal: “1 week – 1 month”, “2 – 4 months”, “5 – 7 months”, “8 – 10 
months”, “11 – 12 months”, and “over 12 months”.  The last four answer categories were 
collapsed in the final analysis due to their relatively low frequency.  Thus, the last answer 
category was combined to be “5 months and over”.  The frequencies of each categories was: 
19% (1 week – 1 months), 42% (2 – 4 months), and 39% (5 months or more) respectively.  (See 
appendix 3.1, section 1 for item)    
  
Caregiver Perception of the Social Environment of the Shelter (Aim 1: Independent Variable; and 
Aim 3: Potential Moderating)  
The perceived social environment of the shelter was measured by summing the four items 
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from the initial nine items related to the shelter environment that sufficiently loaded onto the one 
factor of perceived social environment within the shelter.  These four items were as follows: “Do 
you feel safe at the shelter?”, “Are there things for people to do at the shelter?”, “Are there things 
for families to do together at the shelter?”, and “Does the staff at the shelter help you and your 
family?”  A continuous variable was created which consisted of a sum score of all “yes” 
responses to these four items which measured the construct of the perceived social environment 
of the shelter which ranged from 0 to 4.  A response of 0 indicated the least favorable perception 
of the shelter and 4 represented the most favorable perception of the shelter.  The average sum 
score for the caregiver sample was 2.94 (s.d. 1.22), indicating that, on average, three of the four 
items were endorsed by caregivers.  Frequencies of caregiver responses to all nine items related 
to the shelter environment can be found in Figure 3.1.  (See appendix 3.1, section 2 for all items) 
 
Difficulty Following Rules (Independent Variable):  
This variable was one of the nine questions initially asked related to the shelter 
environment but was not found to load on the same factor as the other items included in the final 
scale used to measure the perceived social environment of the shelter.  Given the importance of 
rules to shelter residents’ experiences78,79,80,81,82, this item was retained as an indicator of a 
negative aspect of the shelter environment.  Specifically, the item used to measure this difficulty 
was “Do you have trouble following these [shelter] rules?”  Fourteen percent of the caregivers 
reported having difficulties following shelter rules.  
 
Brief Symptom Inventory (BSI) (Dependent Variable) 
All 53 items of the BSI103 items were used to assess the psychological symptom severity 
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of caregivers during the past 7 days for this current dissertation analysis. (See appendix 3.1, 
section 3 for all items)  This measures consists of nine symptom dimensions including 
somatization, obsessive-compulsive, interpersonal sensitivity, depression, anxiety, hostility, 
phobic anxiety, paranoid ideation, and psychoticism.  Response categories for each of the items 
consist of a 5-point scale (not at all = 0, a little bit = 1, moderately = 2, quite a bit = 3, and 
extremely = 4).  The breakdown of the items into subscales is as follows:  
1) Somatization: Items 2, 6, 23, 29, 30, 33, and 37. 
2) Obsession-Compulsion: Items 5, 15, 26, 27, 32, and 36. 
3) Interpersonal Sensitivity: Items 20, 21, 22, and 42. 
4) Depression: Items 9, 16, 17, 18, 35, and 50. 
5) Anxiety: Items 1, 12, 19, 38, 45, and 49. 
6) Hostility: Items 7, 13, 40, 41, and 46. 
7) Phobic Anxiety: Items 8, 28, 31, 43, and 47. 
8) Paranoid Ideation: Items 4, 10, 24, 48, and 51. 
9) Psychoticism: Items 3, 14, 34, 44, and 53. 
The remaining four items not included in the subscales (items 11, 25, 39, and 52) were 
included in the calculation of the total score and subsequent Global Severity Index (GSI) which 
was the actual measured used in the analysis.  The GSI was created by taking the total score of 
all items and dividing that sum score by the number of items with valid responses to all 53 
responses.  In this particular sample, the mean GSI score was 0.63 (s.d. 0.66).    
 
Parenting Stress Index (PSI-SF) (Dependent Variable) 
Caregiving or parenting stress was measured using 33 items from the Parental Stress 
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Index – Short Form (PSI –SF)111 which are divided into three domains: Parental Distress (PD), 
Parent-Child Dysfunctional Interaction (P-CDI), and the Difficult Child (DC), which combine to 
form a Total Stress score.  The items were items were divided into the following three domains 
as follows: (See appendix 3.1, section 4 for all items) 
1) Parental Distress: Items 1 through 12. 
2) Parent-Child Dysfunctional Interaction: Items 13 through 27. 
3) Difficult Child: 28 through 33.  
The responses for each item were comprised of a five-point scale (1 = Strongly Agree, 2 
= Agree, 2 = Not Sure, 3 = Disagree, 4 = Strongly Disagree).  These responses are then reverse 
coded for scoring this scale so that higher scores indicate higher levels of parental distress.  The 
average total PSI score for this sample of caregivers was 79.96 (s.d. 22.56).     
 
Number of Substances Used within the Past Month (Dependent Variable) 
Lastly, caregiver substance was measured by a series of questions adapted from the 
Monitoring the Future Survey98 which measures substance use in two ways: ever used the drug 
(yes/no), and use of drug in the past 30 days.  (See appendix 3.1, section 5 for all items)  For the 
purposes of this analysis, only use in the past 30 days was analyzed.  The answer categories for 
use within the past 30 days were ordinal (i.e. “1 – 2 times”, “3 – 5 times”, “6 – 9 times” etc.).  
The specific drugs asked about in the caregiver survey included alcohol, marijuana, cocaine, 
crack, and heroin.  A sum score was created representing the number of substances which the 
respondent used recently (i.e. past 30 days) and ranged from 0 to 3.  This was the variable used 
as a measure of substance use in the subsequent analysis.  Sixty percent of the caregiver 
respondents reported using no substances in the past month, 31% reported using one substance, 
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8% reported using two substances, and 1% reported using all three during the last month.  The 
last two categories were combined resulting in three answer categories, “no substances”, and 
“one substance”, and “two or more substances” and a score range from 0  to 2 which was used in 
the final analysis.   
 
Caregiver Experiences of Trauma (Independent Variable): 
This was measured via seven items from the City Stress Index99 which measure 
experiences of physical and sexual violence of friends and family.  An additional as nine items 
were included related to deaths of family or friends, the respondent being physical or sexually 
assaulted, community level crime (e.g. seeing drug deals and witnessing fights), and their child 
changing school or repeating a grade.  (See appendix 3.1, section 6 for items)  These items all 
captured sources of traumatic experiences and highly stressful events that may have occurred in 
the participants life in the past year.  Psychometric properties of the full scale with this particular 
caregiver sample are reported in the following results chapter (chapter 4).  
Each of 16 items, including the first seven items from the City Stress Index subscale, 
were dichotomized to be coded the same (1 = experienced the event, and 0 = did not experience 
the event) and summed to produce a sum score related to traumatic events that ranged from 0 to 
16, with 0 representing no experience of the traumatic events listing within the past year, and 16 
representing having experienced all events during the past year.  The average score for the 






Youth Variables Included in Analysis and Recoding Procedures  
 
Youth Age (Covariate) 
Youth age was calculated from the date of the interview and the respondent’s date of 
birth and was a continuous variable that went from 11 years of age up to 15 (i.e. could be 
included into the study up until their 15th birthday), given that the inclusion criteria for the study 
was 11 – 14 years of age.  The average age of the youth sample was 12.87 (s.d. 1.17).  All items 
related to this variable and all demographics can be found in appendix 4.2 section 1.  
 
Gender (Covariates) 
Gender was measured by one item with a binary outcome (male = 1, female = 2; 
reference category are females).  Approximately half of the youth sample (52%) was male. 
 
Race (Covariate) 
As was the case with the caregiver data, race was initially comprised of two dichotomous 
variables.  The first asked whether the respondent identified as Hispanic and the second question 
asked the respondent whether the respondent identified as Black.  These items were then 
combined to create one item with three categories, 1 = Black only (45%), 2 = mixed/other (16%), 
and 3 = Hispanic only (39%).  As with the caregiver race variable, this was considered as a 






Number of Youth 11 – 14 (Covariate) 
The variable related to the number of children within each family that participated in the 
study and were between the ages of 11 to 14 was also included in the analysis.  The number of 
children was originally an ordinal categorical variable with three answer categories: “one youth”, 
“two youth”, and “three youth”.  This variable was then dichotomized into “one youth” (68%) 
and “two or more youth” (32%) given that the third category in the original variable (“three 
youth”) only consisted of few respondents.  The parent response to this item was included in the 
analysis of the youth data in order to keep the variable consistent within the two groups (i.e. 
youth and caregivers).  Thus, the caregiver response was applied to all siblings within the family.   
 
Children’s Depression Inventory (CDI) (Dependent Variable):  
This was measured using 16 items from the CDI scale.114  Unlike the BSI used with the 
adults, this measure includes items specifically focused on depressive symptoms.  In the BSI, 
depressive symptoms is just one of nine domains included in the measure.  However, similar to 
the BSI it measures severity of symptomology.  Each item contains three response categories.115 
One represents the most positive response to the item (e.g. “I am sure that somebody loves me”), 
one represents a more neutral response (e.g. “I am not sure if anybody loves me”), and the third 
category represents the most negative response category (e.g. Nobody really loves me).  The 
values for each of the response categories are 0 for the most positive response, 1 for the more 
neutral response, and 2 for the most negative response.  Higher CDI raw scores (computed by 
summing all values of item responses) indicate higher levels of depression.  This total raw score 
was then divided by the number of valid responses to give an index or average score.  The 
average score for this sample was 0.27 (s.d. 0.26).   
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Number of Substances Used During the Past Month (Dependent Variable)  
A similar format of items used to measure substance use in caregivers was used to 
measure youth substances.138  Items from the Monitoring the Future Survey98 covered the usage 
within the past month of cigarettes, alcohol, and marijuana. There were seven answer categories 
in the original items for use of cigarettes use which were 1 = “I did not smoke cigarettes during 
the past 30 days”, 2 = “Less than 1 cigarette per week”, 3 = “1 cigarette per week”, 4 = “2 to 5 
cigarettes per week”, 5 = “6 to 10 cigarettes per week”, 6 = “11 to 20 cigarettes per week”, and 7 
= “More than 20 cigarettes per week”.  There were six answer categories for alcohol use: 1 = “0 
times per week”, 2 = “1 or 2 times per week”, 3 = “3 to 5 times per week”, 4 = “6 to 9 times per 
week”, 5 = “10 to 19 times per week”, and 6 = “20 or more times per week”.  Lastly, the item 
measuring marijuana use consisted of six answer categories 1 = “0 times [in the last month]”, 2 = 
“1 or 2 times [in the last month]”, 3 = “3 to 5 times [in the last month]”, 4 = “6 to 9 times [in the 
last month]”, 5 = “10 to 19 times [in the last month]”, and 6 = “20 or more times [in the last 
month]”. 
Given the low frequency of usage of substances among the youth, a combined score was 
created which reflected the number of substances used in the last month.  This variable was 
created by combining the responses for each substance into those who did not use in the past 
month (0 = Did not use in the past month) and those who did (1 = Did use the substance in the 
past month) with reports of number of substances used.  The resulting variable was continuous 
variable which ranged from 0 to 3.  Eighty-eight percent of the youth reported using no 
substances within the past month, while 9% reported using one substance, 2% reported using 2, 
and only 1% reported using all three substances within the past month.  As was done with the 
caregivers, the last two categories were combined which resulted in a scale from 0 – 2 and was 
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the final variable used for analysis.   
 
Youth Perception of the Social Environment of the Shelter (Aim 2: Independent Variable; and 
Aim 3: Potential Moderating)  
Despite the fact that no factors emerged from the exploratory factor analysis as they had 
done with the caregiver data, the perceived social environment of the shelter was measured by 
summing the youth responses to the same four items used in the caregiver survey.  These were: 
“Do you feel safe at the shelter?”, “Are there things for people to do at the shelter?”, “Are there 
things for families to do together at the shelter?”, and “Does the staff at the shelter help you and 
your family?”  A continuous variable was created which consisted of a sum score of all “yes” (1 
= “yes”, 0 = “no”) responses to these four items which measured the construct of the perceived 
social environment of the shelter which ranged from 0 to 4.  A response of 0 indicated the least 
favorable perception of the shelter and 4 represented the most favorable perception of the shelter.  
The mean score for the youth sample on the perceived social environment scale was 3.33 (s.d. 
0.92), suggesting that youth were even more positive about the shelter environment on average 
than were their caregivers.  However, as previously mentioned the four items have a low alpha 
among the youth.   
 
First Time in Shelter (Covariate)  
This variable consisted of the caregiver’s response to the item “Is this the first time in the 
shelter” and was a dichotomous variable 1 = “yes” and 0 = “no”.  This response was then 
assigned to all siblings within the family.  As was the case with the caregiver sample, it was the 
first time in the shelter for approximately half (52%) of the youth respondents  
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Difficulty Following Rules (Independent variable)  
This was measured by one item from the original nine items related to the shelter 
environment.  The responses to this item “Do you have difficulty following [shelter] rules]?” was 
dichotomous, 1 = “yes” (25%) or 0 = “no” (75%), indicating somewhat more difficulty 
experienced by youth than by caregivers.  
  
Length of Time in the Shelter (Covariate)  
Similarly, this item was based on the caregiver’s report of the length of time in the 
shelter.  The responses were assigned to all siblings within the family.  The initial variable 
consisted of six answer categories: 1 = “One week – 1 month”, 2 = “2 – 4 months”, 3 = “5 – 7 
months”, 4 = “8 – 10 months”, 5= “11 – 12 months”, and 6= “Over 12 months”.  The answer 
categories were collapsed due to the low frequency of responses in some of the categories.  The 
final item consisted of three categories: 1 = “1 week – 4 months” (60%), 2 = “5 – 7 months” 
(19%), and 3 = “8 months or more” (21%). 
 
Youth Experiences of Trauma (Independent Variable): 
The same items described above for the caregiver survey were included in the youth 
survey.  Just as was done with the caregiver data, each of 16 items were dichotomized to be 
coded the same (1 = experienced the event, and 0 = did not experience the event) and summed to 
produce a sum score related to traumatic events that ranged from 0 to 16 with 0 representing no 
experience of the traumatic events listing within the past year, and 16 representing having 
experienced all events during the past year.  The average score for the youth sample was 6.91 
(s.d. 4.13).  
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Imputation of Missing Data 
 
Race  
The two race variable had significant missing data which were set to the non-category 
(i.e. non-Hispanic in the Hispanic variable and non-Black in the Black variable).  A dummy 
variable was then created in which 1 represented missing data on either or both of the race 
variables, and 0 represented no missing data from either race variable.139  
 
Length of Time in Shelter 
 Length of time in shelter was also missing a significant amount of data (30 missing).  
Data were imputed via regression imputation (replace with conditional means) which included 
all other covariates with the exception of the dependent variables.  A regression model was first 
carried out with the time in shelter variable as the dependent variable and all other covariates 
listed in the model including trauma, number of youth, shelter environment, caregiver age, youth 
age, race, caregiver education, and first time in shelter.  The following first model was run where 
time in shelter on the left side of the model equation represents the dependent variable and all of 
the variables on the right had side of the equation represent the covariates included in the model: 
  
Time in shelter = trauma + no of youth + shel env. + parent age + youth age + race + caregiver       
                            edu + first time in shelter 
  
The results of that regression were used to impute values for the length of time.  The 




Ytime in shelter = βo + βtrauma + βno of youth + βshel env. + βparent age + βyouth age + βrace + βcaregiver edu +  
          βfirst time in shelter 
  
This imputed data was then rounded up or down to be assigned to one of the original 6 
categories.  For example, if the imputed value was 2.31 then it would be reassigned a value of 2 
(i.e. was in the shelter for 3 to 4 months).  If the imputed value was 1.83 if would rounded up and 
also reassigned a value of 2. 
 
Brief Symptom Inventory (BSI) and Parenting Stress Index (PSI) 
 Both the scores from the Brief Symptom Inventory and the Parenting Stress Index had 
significant missing data.  For both of the variables the averages score for each participant, based 
on the responses to the remaining items, was calculated and imputed for any instance of missing 
data for that individual.  This was repeated for each individual using ARRAY procedure in SAS.  
This allows for the same procedure (i.e. finding the average score based on legitimate responses) 
to be repeated in a systematic fashion.  In this case, finding the average score was repeated for 
each participant.  The imputation of this average score was then also repeated for each individual 
so that the mean reflect their personal average score (and not the average score of all participants 
combined).  Less than two thirds of the data was missing which suggested that there sufficient 






Psychometric Properties in Current Study 
 
 Psychometric properties of all the scales included in the model were assessed via internal 
consistency (i.e. alphas).  The scales included the trauma scale, the Brief Symptom Inventory 
(BSI), and the Parenting Stress Index (PSI) and the Children’s Depression Index (CDI), and the 
scale measuring the perception of the social environment of the shelter.  The results of these 
analyses are discussed further and reported in the following results chapter.  
 
Analysis of Three Aims of Dissertation 
 
Aim 1 
An exploratory factor analysis described above was conducted with the caregiver 
responses to the nine items related to the shelter environment.  Three models were then tested via 
hierarchical regression to assess the relationship between the caregiver mental health and three 
shelter related variables: time in the shelter, perceived social environment of the shelter, and 
difficulty following shelter rules.  The three models were tested for each of the three outcomes of 
interest, namely, the GSI score of the BSI, the PSI total score, and the sum score of substances 
used within the past month.  The first model included all the demographic variables listed in 
addition to first time in shelter, with the length of time in the shelter as the independent variable.  
The second model included these demographic variables, first time in shelter, and length of time 
in shelter with the sum score of the perceived social environment of the shelter as the 
independent variable.  The third model included all of the variables in the second model and 
added the respondents’ perceived difficulty in following shelter rules (“Do you have trouble 
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following the rules of the shelter?”).  Given the literature that suggests shelter rules can 
sometimes be problematic for residents in shelters, this item was included in the analysis to 
assess whether challenges of living in a shelter (along with positive aspects) of the shelter were 
associated with psychosocial outcomes. 
To account for the fact that the respondents were nested within shelters, regression 
analyses were performed using PROC SURVEYREG in SAS140, a procedure that performs 
regression analysis for sample survey data. PROC SURVEYREG is designed for complex 
survey sample designs, including designs such as this that samples respondents within clusters 
(i.e. shelters).  Such clustering generally results in responses that are not independent of one 
another.  In such circumstances, employing OLS without taking clustering into account could 
potentially lead to standard errors that are too small with resulting confidence intervals that are 
too narrow and p-values that are too low (i.e. inflated type I error rates).  Standard errors are 
calculated using Taylor series variance estimation to adjust for sample design.141  In short, 
accounting for the clustering was the more rigorous and accurate way of calculating appropriate 
standard errors for this study.  In addition, three categorical variables (i.e. race, caregiver 
education and length of time in the shelter) were included as “CLASS” variables.  This produces 
an overall F test of the significance of the variables as well as specific coefficients for each level 
of the variable compared to a reference category.   
 
Aim 2 
 The same exploratory factor analysis was conducted with youth responses to the same 
nine items related to the shelter environment as described above.  The second aim then tested 
very similar hierarchical regressions with youth data.  The outcomes of interest were depressive 
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symptoms as measured by the CDI and the number of substances used within the past month.  
Similarly to Aim 1, three models were tested.  The first included all demographic variables listed 
along with first time in the shelter, and length of time in the shelter.  The second model included 
all of the variables in the first model, but added the youth scores on the perceived social 
environment scale.  The third and last model included all of the variables in the previous model 
and added the youth perception of their difficulty in following shelter rules.  The three models 
were tested twice.  The first time was with youth depressive symptoms (i.e. CDI) as the 
dependent variable, and the second time was with the number of substances used in the past 
month as the dependent variable.   
 
Aim 3 
The third aim tested the relationship between trauma (as measured by the scale described) 
and the three outcomes of interest for the caregivers and the two outcomes of interest for the 
youth.  The outcomes of interest for the caregivers were the same as in Aim 1 (i.e., mental 
health, parenting stress, and substance use), and the outcomes of interest for the youth were the 
same as in Aim 2 (i.e., depressive symptoms as measured by the CDI and the number of 
substances used within the past month).  The distinction between the third aim and the previous 
two aims was the independent variable was trauma.  Two models were tested for all analysis in 
this third aim.  The first model included all variables in the first model as well as the perceived 
social environment scale, and trauma as the independent variable.  The second model included 
all the variables from the first model in addition to an interaction term to assess for the 
moderating effect of the perception of the social environment of the shelter.   
The two models were then replicated to assess for the moderating effect of difficulty 
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following shelter rules.  Interaction terms were included in the models to assess for the 
moderating effects of difficulty following shelter rules on the associations between trauma and 
psychosocial outcomes.  The models described were run for each of the three outcomes of 
interest (i.e., mental health, parenting stress, and substance use) for caregivers and the two 
outcomes of interest for the youth (i.e., depressive symptoms, and substance use).   
 Although the particular coefficients and standard errors for the variable are not included 
in the results table, a dummy variable was created to control for any differences in the missing 
data of the race variable in all models of all three aims.  As this was also part of a larger study 
related to testing a family focused intervention, the intervention group to which the participants 
were assigned to was also included as a covariate in the analysis but not listed in the results 
tables.  As was done for the first two aims, the analysis with caregivers accounted for clustering 
within shelters.  The youth analysis accounted for clustering within families as well as clustering 
within the shelter.  
57 
 




Caregiver Sample: Descriptive Statistics 
 Demographic statistics on the caregivers are shown in Tables 4.1.  The average age of the 
caregiver sample (n = 209) was 37.95 (s.d. 6.87).  The sample was also mostly female (92%) and 
the majority had only one child between the ages of 11 – 14 (82%).  The sample was 
predominantly Black and Hispanic with approximately half (47%) of the caregivers identifying 
as Black, and 42% identifying as Hispanic.  Lastly, 74% of caregivers reported having completed 
high school at the time of the study.   
Information about the shelter is shown in Table 4.2.  This was the first stay in a shelter 
for 58% of the respondents and almost half (42%) of the sample reported having been in the 
shelter between 2 to 4 months.  Fourteen percent of caregivers reported having difficulty 
following shelter rules.  Not surprisingly the most commonly used drug among caregivers during 
the past month was alcohol (35%) followed by marijuana (11%).  In addition, over half (60%) of 
caregivers had not used any drugs during the past month and 11% had used one drug during the 
last month.  Overall, the residents reported positive perceptions of the social environment of the 
shelter.  This was indicated by the relatively high sum score mean of 2.94 (s.d. 1.22) with a 
possible range of 0 – 4.  In addition, there was a high frequency of positive endorsements of each 
item in the scale which ranged from 56% to 80% of “yes” responses to each individual item (See 
Figure 4.1).  The average GSI score on the BSI scale was 0.63 (s.d. 0.66) out of a potential score 
range of 0 to 4.  The average total score on the Parental Stress Index for the current sample of 
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caregivers was 79.96 (s.d. 22.56) with a possible range of 0 to 212.  Lastly, the average sum 
score on the trauma scale among the caregiver respondents was 6.69 (s.d. 3.99) out of a possible 
range of 0 to 16 (See table 3 for all descriptives related to shelter variables, trauma, and 
outcomes of interest)   
 
Youth Sample: Descriptive Statistics 
As shown in Table 4.3, the mean age was 12.87 (s.d. 1.17), and there was almost an equal 
number of female and males (52% and 48% respectively).  The majority of the 243 youth 
included in the study identified as being Hispanic/Latino (39%) or Black (45%).  In addition, 
68% of the families had only one youth in the family between the ages of 11 to 14 who 
participated in the study.  There was a relatively equal distribution of the sample across the 
categories of educational attainment, with 24% reporting having completed “less than 5th grade”, 
21% having completed 6th grade, 29% having completed 7th grade, and 17% having completed 
eighth grade.  However, the last category, “9th grade or more” (8%), was significantly less than 
the other categories.  This was to be expected given the age range of the youth and the categories 
used to capture the data.  
Table 4.4 shows youth reports of their shelter experience, and psychosocial outcomes.  
For approximately half of the youth (52%), this was their first time in any shelter.  Over half of 
the youth (60%) had been in the same shelter from 1 week to 4 months, and only 25% of the 
youth reported having difficulties following shelter rules.  The large majority of youth had not 
used any drugs (88%) in the past month, and the most common drug of choice during the past 
month among the youth was alcohol (8%), followed by marijuana (4%), and cigarettes (4%).  
The average score on the scale related to the perceived social environment of the shelter was 
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3.33 (s.d. 0.92) out of a possible score range of 0 to 4.  Frequencies of youth responses to all nine 
items related to the shelter environment can also be found in Figure 4.2.  The average CDI score 
was 0.27 (s.d. 0.26) out of a possible range of 0 to 2.  Lastly, the average score on the trauma 
scale was 6.91 (s.d. 4.13) with a possible range of 0 to 16.  
 
Psychometric Properties of Scales in Current Sample 
 The psychometric properties were previously described in chapter 2 and are summarized 
in table 2.2.  Psychometric properties were also tested among the current sample of the HOPE 
study as per the methods described in chapter 3.  Overall the findings of these analysis revealed 
alphas that ranged from acceptable to excellent for the complete scales indicating good internal 
consistency (i.e. items were measuring the same construct), with one exception related to the 
perceived social environment scale among youth.  Commonly accepted standards outline that 
alphas between 0.6 and 0.7 can be considered acceptable, alphas between 0.7 and 0.9 can be 
considered good, and alphas greater than 0.9 can be considered excellent.142  The scales tested 
with this particular HOPE sample included the Brief Symptom Inventory (BSI)107, the Parenting 
Stress Index (PSI)112, the Children’s Depression Inventory (CDI)114, the perceived social 
environment scale, and the trauma scale.  The alphas for the perceived social environment scale 
are also reported in table 4.5 along with the psychometric properties of all the other scales with 
the current HOPE sample.      
 Among the caregiver sample, the total trauma scale which consisted of 16 items had good 
internal consistency with an alpha of 0.82 (see table 4.5 for all psychometric with current 
sample).  The internal consistency of the total PSI scale was excellent at 0.97 with a total of 33 
items.  Thus, the total PSI scale had good internal consistency.  The Brief Symptom Inventory 
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(BSI) was found to have excellent internal consistency with an alpha of 0.97.  Lastly, the 
perceived social environment scale had an acceptable internal consistency with an alpha of 0.67.  
Thus all caregiver scales had reliability that ranged from acceptable to excellent as per the 
guidelines described above.   
 The scales for which the psychometric properties were tested among the youth sample 
included the Children’s Depression Inventory (CDI) and the 16 item trauma scale.  The CDI 
scale was found to have an alpha of 0.77 for the total scale.  The alpha obtained for the same 
trauma scale used with the caregiver sample which included 16 items, proved to the same with 
the youth sample with an alpha of 0.82 for the total scale.  Lastly, the internal consistency for the 
perceived social environment scale was slightly low at 0.46.  Thus, overall the youth scales had 
good reliability with the exception of the perceived social environment scale.       
 
Results of Exploratory Factor Analysis of Shelter Variables 
 Results of the exploratory factor analysis revealed that the two factor model was not 
supported.  Specifically, factor loadings of absolute values of 0.40 or greater did not load onto 
two factors.  However one factor emerged that was comprised of four items (i.e., items 2, 3, 4, 
and 9).  (See appendix 4.1)  The evidence of one factor was also apparent in the scree plot which 
shows that there is only one factor with an eigenvalue value (eigenvalues are the variances of the 
factors) equal to or greater than one, which indicates a significant factor.  Unfortunately, the 
same factor analysis did not reveal any significant factor loading patterns when conducted with 
the youth responses to the same items.  (See appendix 4.2)  Specifically, there were no factors 
with eigenvalues equal to or greater than one.  For comparability, however, the same four items 
that emerged from analysis of caregivers’ responses will be used in youth analyses. 
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 Correlation Matrices for Caregivers 
Correlations between variables in the caregiver sample are shown in tables 4.6 to 4.8.  
The “rpb” indicates that the coefficient is a point-biserial correlation coefficient.  The correlation 
coefficients denoted by a “ɸ” (or phi symbol) indicates that the coefficient is a phi coefficient.  
The correlations denoted by an “r” represent Pearson correlation coefficients.  As seen in Table 
4.6, correlations among caregivers’ outcomes and demographic characteristics indicated that 
poorer caregiver mental health was positively correlated with being Hispanic (rpb = 0.25; p = 
0.00), and negatively with being Black (rpb = = 0.20).  In addition, poor mental health was 
correlated with higher parenting stress (r = 0.46; p <.0001).  Similar to mental health, being 
Hispanic was positively correlated with higher levels of parenting stress (rpb = 0.17; p = 0.02) 
and being Black was negatively correlated with parenting stress (rpb = -0.18; p = 0.01).  Parenting 
stress was negatively associated having completed some college or more (rpb = -0.15; p = 0.03).  
Lastly, using a greater number of substances within the past month was positively correlated 
with being Black (rpb = 0.15; p = 0.14).   
Table 4.7 shows correlations of shelter variables with demographics for caregivers.  Time 
in the shelter was positively correlated with the first time being in the shelter (rpb = 0.19; p = 
0.01), and negatively correlated with positive perceptions of the social environment (r = -0.14; p 
= 0.05).  First time in the shelter was negatively correlated with being Black (ɸ = -0.14; p = 0.04) 
and positively correlated with being in the “mixed or other” category (ɸ = 0.14; p = 0.04).  Being 
in the mixed or other racial category was also correlated with having younger youth (rpb = -0.15; 
p = 0.04).  Lastly, being Hispanic was positively correlated with having completed some high 
school or less (ɸ = 0.19; p = 0.01), and being Black was positively correlated with completing 
high school (ɸ = 0.16; p = 0.02).   
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Table 4.8 shows correlations among outcome measures for caregivers and shelter 
measures.  Poorer mental health was correlated with difficulty following rules (rpb = 0.18; p = 
0.01) and less favorable perceptions of the shelter’s social environment (r = -0.22; p = 0.00).  In 
addition, length of time in the shelter was positively correlated with poor mental health (r = 0.14; 
p = 0.05).  Greater parenting stress was positively correlated with time in the shelter and (r = 
0.16; p = 0.03) and with difficulty following rules (rpb = 0.14; p = 0.04).  In addition, parenting 
stress was negatively correlated with positive perceptions of the social environment of the shelter 
(r = -0.15; p = 0.03).  Difficulty following shelter rules was positively correlated with using more 
substances during the past month (rpb = 0.23; p = 0.00).  In addition, trauma was correlated with 
being non-Hispanic (rpb = -0.17), and having completed a high school degree (rpb = 0.15).  (See 
table 4.09)  Lastly, trauma was correlated with poorer mental health (r = 0.22; p = 0.00) and with 
using a greater number of drugs in the past month (r = 0.19; p = 0.01).  (See Table 4.10)   
 
Correlation Matrices for Youth  
Correlations between variables in the caregiver sample are shown in tables 4.11 to 4.15.  
As was the case with the caregiver results, the “rpb” indicates that the coefficient is a point-
biserial correlation coefficient.  The correlation coefficients denoted by a “ɸ” (or phi symbol) 
indicates that the coefficient is a phi coefficient.  The correlations denoted by an “r” represent 
Pearson correlation coefficients.  Correlations between the demographic variables and the 
psychosocial outcome measures (i.e. depressive symptoms and substance use) are shown in 
Table 4.11.  These indicated that greater depressive symptomology was correlated with reporting 
using more substances within the past month among the youth participants (r = 0.31; p <.0001).  
Being female was correlated with greater depressive symptomatology (rpb = 0.15; p = 0.02), and 
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youth age was positively correlated with the number of substances used in the past month (r = 
0.19; p = 0.00).  
Correlations between the shelter variables and demographics (See Table 4.12) revealed 
that being in the shelter for the first time was negatively correlated with being Black (ɸ = -0.14; 
p = 0.04) but positively correlated with being Hispanic or Latino (ɸ = 0.13; p = 0.05).  The 
number of youth in the family was negatively correlated with having difficulty following shelter 
rules (ɸ = -0.14; p = 0.03).  Difficulty following shelter rules was also correlated with less 
positive perceptions of the social environment of the shelter (rpb = -0.16; p = 0.01).  The length of 
time in the shelter was correlated with being in the shelter for the first time (rpb = 0.17; p = 0.01), 
and difficulty following shelter rules (rpb = 0.14; p = 0.03).  Length of time in the shelter was 
also correlated with more positive perceptions of the social environment (r = -0.16; p = 0.02).  
Lastly, as seen in Table 4.13, correlations between dependent and outcome variables 
revealed that a more favorable perception of the environment was negatively correlated with 
depressive symptoms (r = -0.26; p <.0001) and with the number of substances reportedly used in 
the past month (r = -0.14; p = 0.04).  Difficulty following shelter rules was also correlated with 
increased depressive symptomology (rpb = 0.14; p = 0.03).  In addition, trauma among the youth 
was correlated with using more substances within the past month (r = 0.14; p = 0.03), difficulty 
following shelter rules (rpb = 0.22; p = 0.00), as well as it not being the first time in the shelter – 
(rpb = -0.14; p = 0.03).  (See Table 4.14)  
 
Results from Hierarchical Linear Model Analysis – Aim 1 
 
 The first aim of the current dissertation research was to test the direct association between 
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the perceived social environment of the shelter and three psychosocial outcomes among 
caregivers, namely mental health, parenting stress, and substance use.  Three hierarchical linear 
models were tested for each of the three outcomes of interest as previously described in the 
analysis section of the previous methods chapter.  
 
Hierarchical Linear Regression Results – Caregiver Mental Health  
To examine the association between shelter experiences and caregiver mental health, 
hierarchical regression models were estimated (See table 4.16).  Demographic variables were 
entered first in Model 1, along with an indicator of whether this was the first shelter stay and a 
measure of the length of time spent in the current shelter.  Results, presented in Table 4.16, 
indicated that first time in shelter was not associated with mental health symptomatology (GSI 
score).  However, the length of time in the shelter was found to be positively associated with 
mental health symptomatology among the caregivers.  Specifically, those who reported having 
resided in the shelter the longest (i.e. 5 months or more) had, on average, a GSI score that was 
0.30 points higher (range 0 – 4) than those who reported living in the shelter the least amount of 
time (i.e. a month or less).  This represents an almost half a standard deviation unit on the GSI 
score (s.d. 0.66).  
The results of the second model indicated that the perceived social environment of the 
shelter was directly associated with mental health of the caregiver residents when controlling for 
all demographic and shelter related variables (i.e. time in shelter and first time in shelter).  Those 
who reported the mid-score of 2 on the social environment scale had, on average, a GSI score 
that was 0.18  points higher (range 0 – 4) than those who reported the most favorable perception 
of the shelter (i.e. score of 4) which equated to roughly a quarter of a standard deviation from the 
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mean.  The length of time in the shelter, however, did not remain significantly associated with 
mental health in the second model.  
Lastly, the results of the third model indicates that this association between more positive 
perceptions of the social environment and lower levels of psychological symptomology remained 
unchanged with the addition of the variable measuring difficulty following shelter rules.  The 
length of time in the shelter remained non-significant in this third model.  In addition, difficulty 
with shelter rules was found to be positively associated with poor mental health.  Those 
caregivers who reported having difficulty following shelter rules had a GSI score that was, on 
average, 0.35 points higher (range 0 – 4) than those who reported not having difficulty following 
shelter rules.  This is a difference of more than half a standard deviation in the GSI score. 
It is also worth noting that Hispanics reported greater mental health symptomatology (as 
per the GSI) when compared to Blacks, and that this was consistent across all three models.  
Specifically, Hispanics had GSI scores that were, on average, 0.36 to 0.40 points higher (range 0 
– 4).   
  
Hierarchical Linear Regression Results – Parenting Stress  
With regard to parental stress results presented in Table 4.17, the length of time in the 
shelter was found to be positively associated with higher levels of parenting stress in the first 
model.  Specifically, those who reported having resided in the shelter the longest (i.e. 5 months 
and over) had, on average, a total PSI score that was 9.22 points higher than those who reported 
living in the shelter the least amount of time (i.e. 1 week to one month).  Thus, those caregivers 
who reported living in the shelter for the shortest amount of time had an average total PSI score 
of 61.46 and the caregivers who had resided in the shelter the longest had an average total PSI 
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score of 70.68.   
The second model did not show any significant relationship between positive perceptions 
of the social environment and parenting stress.  In addition, the previous relationship between 
length of time in the shelter and parenting stress became non-significant in the second model.  
These associations also remained non-significant after including difficulty following rules in the 
third model.  However, difficulty following rules itself was associated with greater parental 
stress.  Those who reported having difficulty following shelter rules had total PSI scores that 
were, on average, 9.26 points higher than those who reported no having difficulty following 
shelter rules.   
 Similar to the findings related to mental health, Hispanics reported consistently higher 
levels of parenting stress when compared to Blacks in the first and the third model.  Specifically, 
Hispanics had total PSI scores that were, on average, 7.56 to 7.73 points higher than their Black 
counterparts.       
 
Hierarchical Linear Regression Results – Caregiver Substance Use  
 As shown in Table 4.18, none of the regression models revealed any statistically 
significant findings, with one exception.  Those who reported having difficulty following shelter 
rules in the third model, reported using a greater number of substances.  Specifically, those who 
reported having difficulty following shelter rules had a mean drug use score that was 0.40 points 






Results from Hierarchical Linear Model Analysis – Aim 2 
 
The second aim of the current dissertation research was to test the direct association 
between the perceived social environment of the shelter and two psychosocial outcomes among 
youth, namely depressive symptomology, and substance use.  Three hierarchical linear models 
were tested for each of the two outcomes of interest as previously described in the analysis 
section of the previous methods chapter.  
  
Hierarchical Linear Regression Results – Youth Depression  
 Table 4.19 show the results of hierarchical linear regression models predicting youth 
levels of depression.  While the length of time in the shelter was not associated with youth 
depressive symptomology in the first model, less favorable perceptions of the social environment 
of the shelter was significantly associated with increased depressive symptoms in the second 
model.  Specifically, those who reported an mid score on the perception of the social 
environment scale (i.e. sum score of 2) had, on average, a CDI index score that was 0.14 points 
higher than those who reported the most favorable perception of the shelter (i.e. sum score of 4) 
which represented an effect size that was approximately half a standard deviation unit (s.d. 0.26). 
This association between positive perceptions of the social environment and lower levels 
of depressive symptoms remained significant in the third model after including difficulty 
following shelter rules.  Specifically, youth who had a mid score on the perception of the social 
environment scale (i.e. score of 2) had an average CDI index score of 0.19, while those youth 
who reported the most favorable perceptions of the social environment of the shelter only had 
CDI index scores of 0.05.  Difficulty following shelter rules was also associated with greater 
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depressive symptomology among the youth in the third model.  Youth that reported having 
difficulty following shelter rules had CDI index scores that were, on average, 0.06 points higher 
(range 0 – 2).  
 It is also important to note that girls were significantly more likely to report higher levels 
of depressive symptomology than their male counterparts.  Female youth had, on average, CDI 
index scores that were between 0.08 and 0.09 points higher (range 0 – 2) than male youth.  These 
findings were consistent across the three models tested.  Those of mixed racial background or 
other reporter higher levels of depressive symptomatology when compared to their Black 
counterparts.  Lastly, first stay in the shelter was associated with higher levels of reported 
depressive symptoms (as per the CDI).  Youth for whom this was their first stay in a shelter had 
CDI index scores that were, on average, 0.04 to 0.05 points higher than those for whom they was 
not their first stay.  This association was also consistent across the three models.   
 
Hierarchical Linear Regression Results – Youth Substance Use  
 As shown in model 1 of Table 4.20, length of time in the shelter was not associated with 
youth substance use in the first model.  In addition, as seen in model 2, more positive perceptions 
of the social environment of the shelter were associated with using fewer substances in the past 
month.  Specifically, those youth who reported a mid-score of 2 on the perception of the social 
environment scale had, on average, a drug use score that was 0.10 (range 0 – 2) points higher 
than those who reported the most favorable perception of the shelter (i.e. score of 4).  The length 
of time in the shelter remained non-significant in the second model. 
The results of the third and final model indicated that there was a somewhat 
counterintuitive finding related to shelter rules.  Those who reported having difficulty following 
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shelter rules had, on average, a drug use score that was 0.08 points lower (range 0 – 2) than those 
youth who reported having no difficulty following shelter rules.  However, the significant 
relationship between positive perceptions of the shelter environment and lower drug use 
remained in the third model, and the non-significant association between length of time in the 
shelter and drug use also remained non-significant.    
 It is also worth noting that, youth age was positively associated with substance use in all 
three models such that substance use scores increased an average of 0.6 to 0.07 points (range 0 – 
2) for each year increase among the youth.     
 
Results from Hierarchical Linear Model Analysis – Aim 3 
 
 The third aim of the current research project was to test the moderating effects of the 
perceived social environment of the shelter on the association between trauma and psychosocial 
outcomes among both caregivers and youth.  In addition, a second sub-aim was to test the 
moderating effect of difficulty following shelter rules on the association between trauma and 
psychosocial outcomes among youth and caregivers.  The analysis for this aim was carried out 
by including interaction terms in the model (e.g. trauma*social environment, or 
trauma*difficulty following rules). 
 
Hierarchical Linear Regression Results (Moderating Effect of Shelter Environment) – Caregiver 
Mental Health 
 The following analysis test the moderating effect of the perceived social environment of 
the shelter on the association between trauma and mental health.  Two models were tested, on 
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direct effect with trauma (also including perceived social environment of the shelter) and one 
which included an interaction term (trauma*socialenv).  As seen in Table 4.21, trauma was 
significantly associated with greater psychological symptomology (i.e. poorer mental health as 
per the GSI score).  Specifically, each additional experience of a traumatic event in the last year 
was associated with an average increase GSI score of 0.04 (range 0 – 4) in the first model.  The 
interaction term (trauma*shelterenv) in the second model, however, was non-significant, which 
indicated that the perception of the social environment of the shelter did not moderate the 
association between trauma and mental health among the caregivers.  
    It is noteworthy, that again, Hispanic caregivers continued to report higher levels of 
psychological symptomology when compared to Blacks.  This was consistent throughout the 
three models where Hispanics had, GSI scores that were, on average, 0.37 to 0.38 points higher 
(range 0 – 4) when compared to their Black counterparts.  Education also was associated with 
mental health among the caregivers.  Specifically, those who had obtained a high school degree 
reported, on average, BSI scores that were 0.23 to 0.26 points higher (range 0 – 4) when 
compared to those who had completed some college or more.   
 
Hierarchical Linear Regression Results (Moderating Effect of Shelter Environment) – Parenting 
Stress  
 The next set of analyses were designed to test whether shelter environment moderated the 
effect of trauma on parenting stress among caregivers.  Two models were tested, on direct effect 
with trauma (controlling for the perceived social environment of the shelter) and one which 
included an interaction term (trauma*socialenv).  There was no significant direct association 
found for the relationship between trauma and parenting stress in the first model.  (See table 
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4.22)  In the second model, the interaction term to test for the moderating effect of the perceived 
social environment (trauma*shelterenv) was not found to be significant, indicating that the 
perceived social environment of the shelter did not moderate the association between trauma and 
mental health.   
 Similar to the findings in aim 1, Hispanic caregivers reported higher levels of parenting 
stress when compared to their Black counterparts.  Hispanic caregivers had total PSI scores that 
were, on average, 7.89 to 8.11 points higher than their Black counterparts.  Again, similar to aim 
1, educational attainment was found to be associated with parenting stress.  Those caregivers 
who had only completed some high school or less reported having total PSI scores that were 9.35 
to 9.65 points higher than those caregivers who had completed some college or more.  Those 
who had completed high school reported higher levels of parenting stress as well in the second 
and third model.  Specifically, those who had completed high school had total PSI scores that 
were, on average, 9.55 to 10.33 points higher than caregivers who reported completing some 
college or more.   
  
Hierarchical Linear Regression Results (Moderating Effect of Shelter Environment) – Caregiver 
Substance Use  
 There were no significant findings to report related to the hierarchical models associated 
with substance use, although the association between trauma and substance use in the first model 






Hierarchical Linear Regression Results (Moderating Effect of Shelter Environment) – Youth 
Depression  
 The next set of analyses (see table 4.24) were designed to test whether shelter 
environment moderates the association of trauma and depressive symptoms among youth.  Two 
models were tested, on direct effect with trauma (which controlled for the perceived social 
environment of the shelter) and one which included an interaction term (trauma*socialenv).  
Trauma was significantly associated with higher reports of depressive symptoms among youth 
such that each increase in traumatic events was associated with an average increase CDI index 
score of 0.01 (range 0 – 2).  However, the interaction term in the second model was not 
significant, indicating that the positive perceptions of the social environment of the shelter did 
not moderate the association between trauma and depressive symptoms among the youth.    
 It is also noteworthy, similar to aim 2, that female youth reported higher levels of 
depressive symptoms than their male counterparts.  This was consistent across all three models.  
Specifically, female youth had, on average, CDI index scores that ranged from 0.07 to 0.08 
points (range 0 – 2) higher than male youth.  Similar to aim 2 again, youth who reported being 
“mixed” or “other” had a CDI index score that was, on average, 0.11 points higher (range 0 – 2) 
when compared to youth who were Black.  As was the case in aim 2, the CDI index scores were 
on average 0.05 points higher among youth for whom it was their first time in the shelter when 
comparted to those for whom it was not.  This represented an effect size of almost two and a half 
to three standard deviation units which is quite significant.  These associations with gender, race, 





Hierarchical Linear Regression Results (Moderating Effect of Shelter Environment) – Youth 
Substance Use  
 The next set of analyses are designed to test whether shelter environment moderates the 
effect of trauma on youth substance youth.  (See table 4.25)  Two models were tested, on direct 
effect with trauma (controlling for the perceived social environment of the shelter) and one 
which included an interaction term (trauma*socialenv).  Trauma was significantly associated 
with youth substance use in the first model such that for each increase in experience of trauma, 
there was an average increase of 0.01 points in the youth substance use score (range 0 – 2).  
Results in model 2, show that there was a significant moderating effect of the positive 
perceptions of the social environment of the shelter on the association between trauma and 
substance use among youth.  For each unit increase in reports of the shelter environment, the 
effect of trauma on substance use (b=0.08 when shelter environment=0) is reduced by 0.02.  For 
youth with the most positive perceptions of the shelter environment, the effect of trauma is 
reduced to zero.  Thus, trauma appears associated with substance use primarily among youth for 
whom the shelter environment is not positive.     
 
Hierarchical Linear Regression Results (Moderating Effect of Difficulty with Shelter Rules) – 
Caregiver Mental Health  
 The next set of analyses, shown in table 4.26, test the interaction of trauma and the 
second dimension of shelter experience: difficulty following rules.  The second model tests the 
moderating effect of difficulty following shelter rules on the association between trauma and 
caregiver mental health.  Difficulty following rules was not, however, found to have a 
moderating effect on the association between trauma and poor mental health (i.e. greater 
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psychological symptomology) as indicated by the non-significant interaction term in the second 
model.   
 
Hierarchical Linear Regression Results (Moderating Effect of Difficulty with Shelter Rules) – 
Parenting Stress  
 The following analysis aimed to test the moderating effect of difficulty following shelter 
rules on the association between trauma and parenting stress.  As shown in model 2 (see table 
4.27), difficulty following shelter rules was a significant moderator of the association between 
parenting stress and trauma.  The sign of the coefficient of the interaction indicates that the effect 
of trauma is reduced among those with difficulty following rules.  While difficulty following 
rules is associated with more parenting stress (as described earlier), this effect is reduced among 
those experiencing trauma.  The negative sign of the interaction effect shows that the difference 
in parenting stress between those with and without difficulty following the rules deceases by 
3.29 with each one unit increase in trauma.  Thus, greater levels of trauma are associated with 
reduced levels of parental stress, particularly for caregivers with difficulty following shelter 
rules. 
 
Hierarchical Linear Regression Results (Moderating Effect of Difficulty with Shelter Rules) – 
Caregiver Substance Use  
 The third model in table 4.28 tested the interaction effect of difficulty following shelter 
on the association between trauma and substance use.  The interaction effect, however, proved to 




Hierarchical Linear Regression Results (Moderating Effect of Difficulty with Shelter Rules) – 
Youth Depression  
The model 1 of table 4.29 provides the results from the analysis to assess the moderating 
effect of difficulty following shelter rules on the association between trauma and youth 
depression.  No significant moderating effects of difficulty following shelter rules were found on 
the association between trauma and youth depression as indicated by the non-significant 
interaction term in the model. 
   
Hierarchical Linear Regression Results (Moderating Effect of Difficulty with Shelter Rules) – 
Youth Substance Use  
 Model 2 of table 4.30 provides the results from the analysis to assess the moderating 
effect of difficulty following shelter rules on the association between trauma and youth substance 
use.  In the second model there was a significant moderating effect of shelter rules on the 
association between trauma and substance use.  While difficulty following rules is associated 
with use of less substances (as described earlier), this effect is reduced among those experiencing 
trauma.  The negative sign of the interaction effect shows that the difference in substance use 
between those with and without difficulty following the rules deceases by 0.02 with each one 
unit increase in trauma.  Thus, greater levels of trauma are associated with reduced levels of 







CHAPTER 5: DISCUSSION AND CONCLUSION 
 
Summary of Findings 
 
This dissertation aimed to fill a gap in the current literature related to the effect of the 
shelter environment on psychosocial outcomes among its residents.  It was carried out via a 
secondary analysis of the HIV Prevention Outreach for Parents and Early Adolescents (HOPE) 
study to test: 1) the association between three shelter related variables (i.e., time in the shelter, 
the perceived social environment of the shelter, and difficulty following shelter rules) and 
psychosocial outcomes for caregivers (i.e., mental health, parental stress, and substance use 
among caregivers), 2) the association between three shelter related variables (i.e., time in the 
shelter, the perceived social environment of the shelter, and difficulty following shelter rules) 
and psychosocial outcomes for youth (i.e., depressive symptoms, and substance use among 
caregivers), 3) the potential moderating effect of this perceived social environment of the shelter 
and difficulty following rules on the association between trauma and psychosocial outcomes for 
both youth residents and their caregivers.   
 
Caregiver Findings 
 There were no direct effects of length of time in the shelter with two exceptions.  The 
more time caregivers spent in the shelter the poorer mental health they reported and the higher 
the levels of parenting stress they reported.  Less favorable perceptions of the social environment 
were consistently associated with poor mental health among caregivers across the second two 
models.  The same was true for difficulty following shelter rules.  Those caregivers who reported 
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having more difficulty following shelter rules had higher levels of psychological 
symptomatology compared to those who did not report having difficulty following shelter rules.  
This was consistent across all models in aim one and this association remained significant after 
controlling for trauma.  
A less favorable perception of the social environment of the shelter was found to be 
associated with greater levels of parental stress among caregivers only after controlling for 
trauma.  This could be possibly due to the fact that trauma could be considered what is known as 
a suppressor.  Suppressors are independent variables which, when added to the model, raises 
observed R2 (or coefficient of determination) mostly due to its accounting for the residuals left 
by the model without it.  This effect, however, not due to its own association with the dependent 
variable, which is typically relatively weak.  A suppressor can also be characterized as a role of 
an independent variable in a specific model, and not as a characteristic of the separate variable.  
Thus, when other covariates are added or removed, the suppressor can stop suppressing or 
resume suppressing.143  Lastly, difficulty following rules, was associated with greater levels of 
parental stress and this association remained significant after controlling for trauma.   
A less favorable perception of the social environment of the shelter was associated with 
an increase in number of substances used during the past month among caregivers, but the 
association became non-significant after controlling for trauma.  This could be due to the fact 
that trauma was significantly correlated with substance use.  Difficulty following shelter rules 
was significantly associated with an increase in number of substances used during the past month 
both before and after controlling for trauma.  Trauma itself was significantly associated with 
caregiver psychological symptomology, but not parenting stress or substance use.   
Thus, the effects of the social environment of the shelter, difficulty following shelter 
78 
 
rules, and trauma, were consistently significant with regards to caregiver mental health.  
However, they were somewhat less consistently associated with parenting stress and substance 
use.  Difficulty following shelter rules was consistently associated with poorer outcomes (i.e. 
higher levels of psychological symptomology, and higher levels of parenting stress) before and 
after controlling for trauma.     
Findings related to the third aim of the study revealed that the perception of the shelter 
environment did not appear to have any moderating effects on the three psychosocial outcomes 
among caregivers (i.e. psychological symptomology, parenting stress, and substance use).  
However, difficulty following shelter rules did moderate the relationship between trauma and 
parenting stress.  This was counter to what was initially hypothesized which was that greater 
levels of trauma were associated with reduced levels of parental stress, particularly for caregivers 
with difficulty following shelter rules.   
 
Youth Findings 
 A less favorable perception of the shelter environment was associated with higher levels 
of depressive symptoms among youth and with the use of greater number of substances in the 
past month.  These associations remained significant after controlling for trauma.  Difficulty 
following shelter rules was also associated with higher levels of depressive symptomology, but 
was found to be associated with lower levels of substance use.  Both of these associations were 
also significant after controlling for trauma.  The finding related to substance use was contrary to 
what was hypothesized, which was that those youth who reported difficulty following shelter 
rules would have used more substances in the past month.  Potential reasons for these findings 
are discussed below.  Lastly, a greater number of experiences of trauma was also directly 
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associated with poorer outcomes (i.e. higher levels of depressive symptoms and an increase in 
number of substances used).   
 The findings of aim 3 for youth revealed that the shelter environment did not moderated 
any of the outcomes with the exception of substance use.  Specifically, there was a significant 
moderating effect of the positive perceptions of the social environment of the shelter on the 
association between trauma and substance use among youth.  Thus, trauma was associated with 
substance use primarily among youth for whom the shelter environment is not positive.  
Difficulty following shelter rules was not found to moderate depressive symptoms, but was 
found to moderate substance use among youth.  However, this finding was counter to what was 
initially hypothesized (as was the case with the direct association between rules and substance 
use among youth).  Specifically, while difficulty following rules was associated with use of more 
substances, this effect was reduced among those experiencing trauma.  Thus, greater levels of 
trauma were associated with reduced levels of substance use, particularly for youth with 
difficulty following shelter rules. 
    
Strengths and Limitations of the Study   
With regard to sampling, participants were recruited from across ten family shelters in 
New York City.  This aided in enhancing the generalizability of the study.  Had all the data been 
collected from one shelter, the findings of the study would only have been able to have been 
attributed to that one shelter.  Thus having a sample drawn from numerous family shelters 
allowed for the findings to be interpreted more broadly to privately run family shelters in New 
York City.  
Another strength of the study was related to the development of the scale measuring the 
80 
 
perceived social environment of the shelter, given that, until now, there has been no available 
measure of measure the social environment of the shelter.  The measure developed herein could 
potentially serve as a useful tool for enhancing social integration among residents of family 
shelters by establishing their current level of perceptions of the social environment and tracking 
changes over time in addition to trends within and across shelters.  In addition, the scale was not 
too lengthy and only consisted of four items which has been shown to reduce response 
acquiescence bias in which participants begin answering the same way to all the items in the 
scale.  For example, respondents may start giving affirmative answers to “yes/no” response 
categories without paying close attention to what the item is asking.144,145  In fact, a recent review 
of scale development found that the largest number of scales reviewed consisted of four items 
(55 scales out of a total 277 scales).146  In addition, internal consistency has been shown to be 
possible with as few as three items.147  This current scale reflects this trend towards shorter 
scales, and was also shown to have good internal consistency among the caregivers.  More 
specifically the alpha of 0.67 among the adult caregivers was found to fall into the higher end of 
what is generally deemed as acceptable which ranges from 0.6 to 0.7.148    
One of the greatest strengths of the study is that it focused on homeless youth who are 
residing with their caregivers as much of the literature concerns homeless youth residing on their 
own.  This is important for largely two reasons.  The first is that data and studies with homeless 
youth residing with their caregivers are scant and this study begins to fill this gap.  Secondly, it is 
also important from the perspective of better understanding of how experiences of homelessness 
impact this particular vulnerable group of individuals.  Such understanding can help providers 
begin to determine what can be done to support caregivers in raising their children during 
challenging and tumultuous situations such as episodes of homelessness.      
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Despite its many strengths, this current study does have some limitations.  The first is that 
it is based on a cross-sectional analysis.  This means that causation may not be inferred from the 
findings.  Specifically, it cannot be confirmed with the current data whether the perceived social 
environment of the shelter leads to poorer mental health or if greater mental health difficulties 
predisposes residents to perceive the social environment as less safe and less supportive.  
Similarly for youth, it is not possible to know whether negative perceptions of the shelter 
environment leads to the use of more substances or whether using more substances causes them 
to be predisposed to a negative perception of the social environment of the shelter (i.e., that the 
shelter is less safe and that there is less to do there).  Alternatively, a ‘third variable’ correlated 
with shelter environment perceptions and outcomes, but not observed in this study (such as 
neurotic personality disorder) may account for the pattern of relationships between shelter 
perceptions and outcomes among caregivers and youth.   
  In order to develop interventions that best support caregivers and youth, it is important to 
establish the causal direction of the associations documented here.  For example, if a less 
favorable perception of the social environment of the shelter led to poorer mental health, 
intervention efforts should focus on enhancing the social environment (e.g. making people feel 
safer, creating more activities for families and youth).  However, if those with poorer mental 
health entering the shelter were already predisposed to perceiving the social environment of the 
shelter in a negative light, then resources may be better spent addressing mental health issues and 
having the shelter staff engage with the residents early on in their stay to foster positive 
relationships.  It is important to note that both could be occurring simultaneously, and thus either 
approach could potentially result in improved outcomes.  
Another limitation of the study is related to the measure of the perceived social 
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environment of the shelter.  While this is a unique measure which proved to have good 
psychometric properties for the caregivers as mentioned above, the results of the exploratory 
factor analysis only resulted in one significant factor among the adults, and none among the 
youth.  Thus, while there was good internal consistency among the adults, there was also room 
for improvement to strengthen psychometric properties within the scale.  In addition, the factor 
only included four items which, despite the fact that shorter scales reduce the likelihood of 
response fatigue and subsequent acquiescence bias, limits its validity (namely content and 
construct validity) as well as reliability.137,149  Specifically, the low alpha could be due to the fact 
that there could be various constructs that are being measured within the four item scale. For 
example, constructs covered among the four items are safety, things for people to do, and 
perceived helpfulness of the staff (i.e. relationship with staff) which could each warrant more 
items to measure them individually.      
As previously mentioned, the internal consistency was low among youth (alpha=0.46).  
This is most likely due to the overall high ratings that the youth gave the social environment of 
the shelter relative to the caregivers.  This would have led to less variability in responses which 
is an essential component in being able to discern item responses from one another during factor 
analysis.150  In addition, the variability among the item responses was additionally diminished 
due to the fact that they are dichotomous (yes/no) answer categories.  More nuanced answer 
categories (e.g. Likert scales of 5) would have improved this internal consistency and potentially 






Implications of Findings: Theoretical Framework 
 
The findings from this dissertation can also be said to support particular theoretical 
frameworks over others that guide research related to the effect of stress on psychosocial 
outcomes.  As previously mentioned, Cohen and Wills put forth two explanations of the effect of 
social support on health and mental health.  The first posits that there is a direct effect of social 
support on physical and mental health via social influences of peers, sharing of information and 
concrete services, as well as psychological states.  This is known as the main- or the direct-
effect model.151  These factors then affect health promoting behaviors and neuroendocrine 
responses, which in turn, lead to effects on health and mental health outcomes.  Cohen and Wills 
define social support from a sociological perspective as “regularized” social interaction or 
“embeddedness” in social roles.  In this model, social support has a positive effect on mental and 
physical health outcomes irrespective of level of stress.  In other words, social support will prove 
to enhance physical and mental health even if someone has very little stress (e.g. trauma or 
community violence) in their lives.  
For example, a woman who is financially stable and lives in a safe community with very 
little crime, and who has experienced little to no trauma in her life would still experience benefits 
in mental health and physical health as a result of being more fully integrated into a social 
network.  This could include her immediate family, her neighborhood, her church or other 
religious institution.  Through this she could potentially receive connections to services (e.g. help 
picking up her children, or babysitting), knowledge (e.g. advice on schooling or child care for 
her children), and improved psychological states simply by having someone to talk to or engage 
with.  This engagement with peers, access to services and information, as well as her 
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psychological state could lead to health promoting behaviors (e.g. exercising, not smoking, 
healthy diet) and suppress neuroendocrine responses (e.g. prevent release of hormones such as 
cortisol into the blood).  This would lead, in turn, to a reduced risk of physical and mental health 
disease.  Thus, she would still benefit from greater social integration despite not having 
experienced either episodic or chronic stress or trauma.  That is not to say that individuals or 
groups of people who do experience a great amount of trauma or stress would not benefit in the 
same way from social support (via social integration).  To the contrary, Cohen and Wills argue 
that social support leads to improved health and mental health outcomes irrespective of 
experiences of stress.      
The second theory related to social support, known as the stress buffering model74, 
posits that social support serves more as a buffer against stress via appraisal of demands which 
then leads to perceived stress and negative cognitive and emotional responses which, in turn, 
lead to negative health and behavioral health outcomes.  At each of these stages the perceived as 
well as actual social support can serve to ameliorate the negative effects of stress on 
physiological and behavioral outcomes.  Perceived support is included in this model as it has 
been shown to be an important buffer against stress in and of itself in addition to more material 
and concrete support. 
A mother living in a family shelter with her children would be a good example to which 
to apply the stress buffering hypothesis.  Specifically, this mother would have entered the shelter 
system most likely with traumatic experiences of poverty, community violence, and possibly 
even personal violence (e.g. physical and sexual abuse), which homeless mothers have been 
found to be at higher risk for when compared to the general population.  These past experiences 
would then lead to a more negative appraisal of not only her current situation, but also her 
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assessment of her ability to cope with challenges that she encounters (e.g. loss of housing).  This, 
in turn, would lead her to have greater stress along with more negative cognitive and behavioral 
responses which would lead her to have poorer health and mental health outcomes.  The largest 
distinction between the buffering theory and the main-effects model, therefore, is the 
introduction of stress into the model.   
Given that the families studied in this dissertation were all homeless and had experienced 
numerous stressors in their lives, it was a challenge to test a buffering effect of the shelter 
environment and difficulty following shelter rules.  However, the findings from this dissertation 
research suggest that the perceived shelter environment may indeed buffer against the negative 
effects of stress that all the caregivers were experiencing in that the perceived social environment 
of the shelter was found to be associated with almost all of the psychosocial outcomes among 
both caregiver and youth residents.  In addition, despite this challenge, there was still some 
evidence for stress buffering found in the third aim with regards to past trauma.   
Another explanation for the lack of moderation findings could be the cross-sectional 
nature of the data.  Although moderation analysis could be carried out with cross-sectional data, 
Barron and Kenny suggest that using longitudinal data when conducting moderation analysis is 
optimal in order to have both the potential moderating variable and the independent variable 
precede the outcome variable.  The measurement of the trauma was captured as “in the last 
year”, while mental health captured their current mental health status (i.e. the preceding two 
weeks).  However, it cannot be known if the traumatic event always preceded the timeframe in 





Implications of Findings: Future Research 
 
Future research could build on these findings by incorporating longitudinal data into the 
analysis.  This would aid in determining the directionality of current findings and strengthen the 
ability to infer causation.  Specifically, the analysis from the first two aims of the study could be 
conducted where all data is collected at three points in time.  Specifically, data on mental health, 
parental stress, and substance use are captured at time 1 when they enter the shelter to get a 
baseline measure of mental and emotional wellbeing, and perception of the shelter coming in 
(including difficulty following shelter rules).  Data are then taken at time 2 after they have lived 
in the shelter for a period of time (e.g. 3 months), and at time 3 (e.g. perhaps 9 months after 
entering the shelter).  The analysis for aim 3 could then be replicated with longitudinal data to 
measure the moderating effect of both the perceived social environment of the shelter and 
difficulty following shelter rules.  
One of the more notable findings of the study was the significant association between 
difficulty following rules and all outcomes of interest.  Among adults, the association between 
mental health and difficulty following rules could be indicative of a perceived and actual 
restrictiveness within the shelter.  Rules such as having to sign in and out of the shelter when you 
enter and exit, may seem to be overly burdensome and restrictive.  Future qualitative studies 
could focus on exploring residents’ and staff’s thoughts and perceptions on the manner in which 
rules are created and implemented within the shelter.  In addition, past research has highlighted 
the challenges that homeless caregivers face in parenting and maintaining family rituals with 
their children during times of homelessness.61,80  A similar phenomenon could explain the 
association found between parenting stress and difficulty following rules as well. These findings 
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may indicate that parents view the rules to be in conflict with supporting regular routines and 
maintaining other normalcy in their lives.  Caregivers may feel that since they are living “under 
someone else’s roof” and having to abide by someone else’s rules, that they are less in control of 
their lives, which is a common response to trauma and stress.     
The association between difficulty following shelter rules and depressive symptoms 
among youth could potentially be explained by the fact that conduct disorders and oppositional 
defiant disorders have been found to be associated with various facets of mental health (e.g. 
depression and anxiety) as well with substance use among youth which would hinder their ability 
to comply with the rules.46,152,153  Thus, past literature is aligned with the findings related to 
youth depression, but this extant research contradicts the current findings related to substance 
use, given that those youth who reported having difficulty with shelter rules had lower substance 
use scores (i.e. used less substances in the past month).  One possible explanation for this finding 
is that the shelter rules are actually effective in preventing youth from engaging in substance use, 
despite the fact that they are associated with higher levels of depression.  In addition, the models 
tested did not consider the level of enforcement of the rules or level of monitoring and 
supervision of the youth by shelter staff, which could influence substance use behavior among 
youth.  It is possible that those youth who are being more closely monitored have more 
opportunities to be presented with rules which are causing higher levels of depressions and serve 
as reminders of where they are living causing them further stress and depression.        
Another area of potential research which the findings of this dissertation as a whole point 
to are Randomized Control Trials of various interventions to address mental health, parental 
stress and substance use among residents of the shelters.  In particular, the findings suggest that 
interventions aimed at improving the social environment of the shelter could be a means of 
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enhancing mental health and reducing substance use among youth and their caregivers as it was 
found to be associated with most outcomes in the study.  The items of the perceived social 
environment scale that was used for the analysis presented also point to specific components of 
the shelter environment that could be considered for improvement among caregivers, namely 
feelings of safety, and things for residents to do together in the shelter.  Structured activities in 
the shelter could help to normalize the experience of living in a shelter and could prove to 
enhance both family functioning (vis-a-vis reduction in parental stress) along with improved 
mental health outcomes and reduction in substance abuse. 
It should also be noted that the parent study to this dissertation, HOPE, was carried out 
using a community collaborative approach which is defined as a collaborative approach to 
research that involves all partners in the research process in an equitable fashion and recognizes 
unique strengths that each brings.154  Specifically, members of the Bronx Community 
Collaborative Board, which is currently being run out of the McSilver Institute for Poverty 
Policy and Research, was responsible for the HOPE study as a whole from its inception (i.e. 
development of the grant) to the dissemination of findings phase of the study (i.e. preparation of 
manuscripts for publication).  The board members served as research scientists in their own right 
but also as ambassadors between social science researchers and residents of the shelters where 
the study was being conducted.  
Future research with homeless families would do well to continue basing the research in a 
community collaborative model.  It not only strengthens the research by enhancing credibility 
and trust with the participants, but also allows those members of society who have traditionally 
been excluded from the research process (apart from serving as participants) to become involved 
in research and programing that affects the communities in which they live.  One community 
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participatory method in particular which could prove to be a useful tool in future research is the 
Fogo method.  This method, like the community collaborative approach, arose from the 
principles outline by Paulo Freire’s participatory action research.  Specifically, the Fogo method 
is a participatory video methodology that uses media as the basis of participatory action based 
research.155  The video footage is used as a medium for disenfranchised populations to be able to 
capture the challenges they face in their environment and to give themselves a voice.  The end 
goal is to have this video footage then shared with local policy makers who can work to address 
the needs of these disenfranchised populations.  Implementing a project of this nature could also 
serve a dual role of providing activities that both the youth and the caregivers could do together 
that was associated with improved outcomes for the participants in the current analysis.   
 
Implications of Findings: Future Programs and Policies 
 
The findings of the three aims of this dissertation suggest that the social environment of 
the shelter is strongly associated with psychosocial wellbeing among homeless caregivers and 
their youth.  Thus, enhancing the social environment (as defined by the four items) could be 
carried out as a means of creating more therapeutic environments above and beyond solely 
proving shelter.  Specifically, programs for youth and recreational spaces could be integrated 
into the shelter to give families activities that provide pro-social opportunities in the shelter.  An 
example of such programming could be seen in the HELP shelter system.  All the HELP shelters 
in the study had a large rec room with basketball courts and staff devoted to running programs 
for youth residents after school.  Programming like this not only provides activities for the youth 
to engage in, possibly deterring them from more problematic behaviors such as drug use, but 
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potentially assists in socially integrating youth in the shelter and normalizing their experience.   
In the shelters studied here, there was no regular programing consistently seen where 
families and youth could spend time together.  One potentially easy way to incorporate this into 
the daily routine is to encourage mealtime in the shelter among families which has shown to be 
negatively associated with higher levels of substance use, low grade point average, depressive 
symptoms, and suicide involvement among housed families.156,157  Facilitating families spending 
time together is not necessarily something that would have to be initiated and organized by the 
shelter staff but could be supported in the way that the units are structured and encouraged and 
supported by the shelter staff.  For example, having units equipped with functioning kitchens and 
room for a table for families to sit together would be paramount to supporting family meal time.  
While the space was typically limited, the amenities of the individual units of the participating 
shelters in the study did often include kitchen and eating space.  Further research could be 
carried out to determine how families are using the kitchen spaces as well as how and if they are 
sharing meals together. 
Feelings of safety among the caregiver and youth residents was also captured as part of 
the four item scale.  More specifically, approximately 80 percent of residents reported feeling 
safe in the shelter.  This is most likely a testament to the work of the security staff and other staff 
members along with security measures implemented throughout the building.  It is noteworthy 
that all of the housing sites had often two sets of locked doors at the entrance that would only be 
opened once you had signed in and informed the security guard of your purpose there.  Residents 
and visitors alike would have to sign in and out of the building.  However, this does not suggest 
that these housing sites made them feel as if they had friends or were part of a community.  As is 
depicted in appendix 4.1 and appendix 4.2 the lowest endorsements among the caregivers were 
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for items related to comradery such as “Do you have friends in the shelter?”, and “Are there 
things for families to do together at the shelter?”  Therefore, a distinction should be made 
between feeling safe and a sense of community and belongingness.   
 These findings also do not suggest that there were no issues related to safety.  
Approximately 20 percent of the residents reported feeling unsafe in the shelter which is striking 
given that this is their home, albeit temporary, which is supposed to be a place of rest and 
sanctuary.  I can recall, an instance of a threat to the safety reported by one of the families 
participating in the study who lived on the first floor of a shelter.  They were a large family with 
four children, one of which was an infant.  We arrived at the shelter one week and were told by 
the mother that a bullet had gone through the bedroom window of the room where the infant and 
other children slept during a shooting that occurred right outside the shelter.  The bullet hit the 
wall across from the window and did not hit any of the children or other residents.  At the 
mother’s request, the shelter staff moved promptly to relocate the family to a unit not on the 
ground level.  Understandably, she did not feel safe staying on the first floor of the building after 
that incident despite the fact that it was a random incident and the shooter was not targeting her 
family.  This also showed how safety within the shelter is very much intertwined with the safety 
of the neighborhood in which it is located and suggests the potential need for shelter staff to 
collaborate with local law enforcement to ensure the safety of the area surrounding the shelter 
site.  
Another implication of the findings of this dissertation to programming is the need to 
address mental health problems among both the youth and their caregivers.  It is very likely that 
the level of depression and other mental health difficulties could have been underreported given 
that many homeless caregivers fear further stigmatization and involvement of child protective 
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services.60  In addition, a recent review found that few interventions have been adapted and 
implemented for homeless families and their children residing in shelters and proposed 
interventions to directly address depression and parenting stress for caregivers.  Thus, an 
increased attention to and funding for mental health services either physically located within the 
shelter or in the form of a well-established referral system.  In addition, screening for mental 
health or emotional difficulties can be incorporated upon arriving at a housing facility, provided 
that there are services that can be offered should the residents need them.   
The intervention types proposed that seem to be most supported by the findings of this 
dissertation is that of Trauma Informed Care (TIC).  There has often been a lack of consensus on 
the definition of TIC.  However, recent work conducted by Hopper and her colleagues to 
synthesize current definitions resulted in the following definition: “Trauma-Informed Care is a 
strength-based framework that is grounded in the understanding of and responsiveness to the 
impact of trauma that emphasizes physical, psychological, and emotional safety for both 
providers and survivors to rebuild a sense of control and empowerment.”158  In short, TIC 
attempts to raise awareness of trauma and its various origins as well as manifestations in 
behavior.  In addition, it emphases creating a physically and emotionally safe space for clients, as 
well as providing opportunities for consumers to rebuild control of their lives.  This is all done 
under the auspices of a strength-based approach which emphasizes the clients abilities rather 
than focusing on the negative aspects of their lives (e.g. past abuse, homelessness, etc.).   
Implementation of TIC within shelters could have the additional positive effect of 
reducing future incidences of homelessness among those children currently homeless as trauma 
early on in life has been linked to pathways to homelessness.159  Thus, addressing trauma early 
on through such methods as Trauma Informed Care may assist in breaking the cycle of 
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homelessness that can often occur.  Treating trauma earlier also assists in ameliorating the 
negative effects of trauma on child development such as poor social emotional development160, 
suicide161, depression162, alcoholism163, and psychiatric conditions164.  These negative outcomes 
can, in turn, affect their academic performance in addition to other life-long consequences. 
An example of implementation of TIC to address trauma among homeless families can be 
seen in the Collaboration on Trauma-serving Homeless Children in Boston.  This initiative 
represents a collaboration between the National Center on Family Homelessness, the Trauma 
Center at the Justice Resource Institute, as well as other local agencies.  As a part of the 
implementation of TIC, trauma training was developed and provided to staff at all levels in the 
various service agencies for the homeless.  Staff also participated in regular weekly meetings that 
focused on both case consultation and organizational change related to trauma.  In addition, 
community building activities were implemented which included self-care and expressive arts 
programming for clients.     
An example of another promising TIC model for children is the Attachment, Self-
regulation, and Competency (ARC) Model165 which has been carried out in various settings for 
homeless families and children.  ARC is a flexible framework for interventions with children and 
families who have experienced complex trauma.  The three principles upon which it is based are: 
1) Attachment (i.e. caregiver affect, consistent responses, and established routines), regulation 
(i.e. affect identification, modulation, and expression), and 3) competency (i.e. executive 
functions, self-development).  The Youth on Fire drop-in center for homeless adolescents in 
Cambridge Massachusetts serves as an example of how ARC has been implemented for youth 
specifically.  As part of the adoption of the ARC model in the center, all staff have received 
trauma training and continue to receive ongoing support from the Trauma Center at the Justice 
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Research Institute.  In addition, they are working to modify the environment to become more 
trauma-informed and provide trauma-specific group programming (e.g. expressive art therapies).  
The implementation of ARC and TIC models in Cambridge and Boston serve as examples of 
steps that can be taken to better address the needs of homeless caregivers and their children in 
New York State as well as New York City.    
The findings from the second aim of the study also highlighted the disproportionate 
prevalence of mental health challenges among female youth when compared to their male 
counterparts.  Thus, future programming should work to specifically target and engage female 
youth in shelters to enhance social integration among their peers in the shelter and within their 
families in addition to addressing any serious mental health issues (e.g. severe depression, 
trauma) on an individual basis with mental health professionals.  This could be accomplished by 
creating group programming for female youth in particular which allows them to engage with 
each other in an informal setting through pro-social recreational activities such as art classes, 
photography, cooking, or sports.  In addition, to this informal programming, more formal 
therapeutic groups for young women and female youth run by mental health professionals could 
be offered to address directly more pressing mental health needs that they may be experiencing.  
Implementing such programming as an established part of such programming would require 
increased funding and physical space to carry it out but could prove to be very beneficial to the 
emotional wellbeing of youth residents and female youth residents in particular.      
Lastly, the connection between difficulty following shelter rules and all psychosocial 
outcomes among caregivers could be addressed with innovative ways of giving more freedom, 
autonomy and decisions making to caregiver residents of the shelters who may be prone to 
feeling out of control of their surroundings, their lives, or their circumstances as a result of past 
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trauma and current homelessness.  One way in which this could be carried out in the shelter 
could be to create a forum in which the families have the means to collaborate with shelter staff 
in decision making with respect to rules governing the shelter and in creating programming and 
services for the residents.  This body would be specific to the shelter, but also be constantly 
evolving as residents move in and out of the shelter.  As such, rules could be voted on 
periodically to allow for the input from new members and to ensure that the rules accurately 
reflect the desires of the current residents.   
 The counterintuitive findings related to youth substance use and rules suggests that the 
rules could be successfully preventing youth from engaging in higher levels of substance 
use.166,167  Thus, shelter staff should continue to develop ways of monitoring and supervising 
youth behavior within the shelter and should, more importantly, empower caregivers themselves 
to monitor and supervise their youth, as enhancing this aspect of family functioning has been 
shown to reduce substance use among housed youth.167,168  Qualitative aspects of this 
monitoring, however, should be played close attention to.  It would be important for shelter staff 
to foster caregivers having positive and trusting relationships with the youth in order for youth to 
perceive their efforts in a more positive manner as relationship building has also been shown to 
be an integral piece to the success of monitoring and supervision among housed families.169  
 The counterintuitive finding related to the moderating effects of rules on parenting stress, 
however, could be explained by the fact that trauma is inversely correlated (albeit not 
significantly) to difficulty following rules.  Thus, while having difficulty following shelter rules 
could potentially be a sign of maladjustment for youth, it could potentially be a sign of resilience 
among caregivers.  Subsequently, those caregivers who report having difficulty following shelter 
rules have experienced less trauma and report less parenting stress.   
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 The DiBlasio administration is taking important steps to address homelessness in New 
York City.  Many of the policies attempt to get at the root cause of homelessness.  For example, 
restoring longer term housing subsidies will be a critical piece of the DiBlasio plan to prevent 
homelessness among families and individuals alike.  Specifically, the current administration 
plans to reduce short term housing subsidies, such as the Advantage program, in favor of more 
long-term housing assistance programs (e.g. Section 8 vouchers) which have been proven to be 
more effective in reducing future episodes of homelessness.  Similarly, the administration is 
working to increase funding for rent arrears grants thought the city in order to assist those 
families who are facing eviction.  In addition, city officials are working on implementing policies 
that make the application process to shelter easier, and also to eliminate shelter termination 
sanctions which put families out back onto the streets without having secured permanent 
housing.   
 The findings from this dissertation also speak to the need to support policies that increase 
access to supportive housing sites for homeless families.  The results from this current 
dissertation suggest that the shelters in the current study could be seen as models for municipal 
housing sites in particular.  Many of the same families who are in municipal shelters have faced 
similar histories of trauma and are struggling with the same behavioral health difficulties as those 
in supportive shelters.  Thus, families in municipal shelters could benefit from the 
implementation of services, resources, and environments created within supportive shelter sites 
(e.g. on site mental health professionals, after school programs, day care, etc.).  A recent report 
put out by the Coalition for the Homeless outlined DiBlasio’s current policy initiatives to address 
homelessness (some of which are mentioned above).  In particular, mention was made of two 
municipal shelters that were closed down, the Aubourn Family Residence and the Catherine 
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Street Family Shelter.  This was done in light of the 2014 New York Times article which 
followed the life of a girl, Dasani Coats, and her family who lived in the Aubourn Family 
Residence shelter which was in severe disrepair and was found to be unsafe for children and 
adults alike.  Information garnered from this dissertation suggest that all municipal shelters 
should be thoroughly reviewed assessed for such basic needs, but also expand their scope of 
services provided so that they are similar to those found in supportive housing sites.  This 
expansion of services within shelters should also be assessed for implementation through 
statewide policy in New York State.   
 Given the historic rates of homelessness in New York City and nationally, it would also 
be prudent to re-establish the Interagency Council on Homelessness in Washington as well as 
create a similar council in New York City.  It would also be of great service to the council if it 
also included members of the shelters or those who had been previously homeless in order to 
give a voice to those who are being served by the shelters in order to better meet their needs.  
Similarly, funding for services provided for under the McKinney-Vento Act should be restored 
to address homelessness nationally among a wide range of populations (e.g. veterans, HIV 
positive individuals, families, etc.).     
 Lastly, what is revealed in the findings of this dissertation related to rules, suggests that 
policies and rules implemented within shelters should be reviewed and most likely revised with 
input from residents either through groups established within each shelter as previously 
mentioned, or via Interagency Councils on Homelessness for New York City or New York State.  
These interagency councils should be tasked with the job of balancing moving homeless families 
into permanent housing quickly while still ensuring that they are receiving necessary services 





Overall, what the findings of this dissertation indicate in the context of the current 
literature and state of homelessness is the opportunity that shelters offer to be not only places of 
temporary residence but also therapeutic environments that address the prevalent and pervasive 
needs of homeless families.  There are also indications that, while there may be room to enhance 
existing services, the shelters included in the study may have not been doing too poorly at 
meeting some of these needs for their residents.  These supportive housing sites serve as 
potential examples of ways in which municipal shelters and other types of shelters can be 
transformed to provide services and programming in similar ways to address the needs of their 
residents.   
There are also promising attempts that the current mayoral administration is making in 
New York City to address homelessness.  The current efforts by the DiBlasio administration to 
address root causes of homelessness among families and single individuals living in New York 
City, which include offering new forms of housing subsidies and maintaining rent controlled 
apartments and expanding services to people experiencing homelessness.170  However, the issue 
of homelessness sufficiently pervasive that it is most likely not going to be eliminated in the near 
future.  Thus, the focus on enhancing current shelters across the city to create more therapeutic 





TABLE 2.1: Shelter Capacities 
 
Shelter Borough Capacity (Units) No. of Participants 
Lydia E. Hoffman a  Bronx 35 22 
Willow Avenue b  Bronx 104 34 
Regent House a  Manhattan 140 80 
Jennie A. Clark c Manhattan 73 61 
Prospect Interfaith d  Bronx 88 18 
Help Morris e  Bronx 212 183 
Help Crotona e  Bronx 96 17 
Sammon Build Center f Bronx 49 6 
Jackson Ave. b Bronx 95 31 
Lehman Brothers Residence c Bronx 27 6 
   a Volunteers of America (VOA) 
   b Care for the Homeless  
   c Women in Need (WIN) 
   d Homes for the Homeless  
   e HELP  




TABLE 2.2: Psychometric Properties from Previous Literature 
 
TABLE OF MEASURES 
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Index – SF  
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TABLE 4.1: Caregiver Participant Demographics 
(N = 209)  
 
 MEAN (SD) RANGE 
Age   
     Caregiver Age 37.95 (6.87) 20.00 – 58.00 
     Youth Age 12.86 (1.18) 11.01 – 14.98 
 PERCENTAGE N 
Gender    
     Male 8% 17 
     Female 92% 192 
Race   
     Hispanic/Latino 42% 88 
     Black 47% 98 
     Black/Hispanic mix     
     or other 
11% 23 
No. of Youth (11 – 14)   
     1 82% 171 
     2 17% 35 
     3 1% 3 
Caregiver Education   
     8th Grade or Less 18% 37 
     Some HS 29% 58 
     Completed HS/GED 27% 54 
     Some College 19% 39 
     Completed College 5% 11 














TABLE 4.2: Shelter, Mental Health, Parental Stress, and Substance Use Measures 
 
 PERCENTAGE N 
First Time Shelter   
     No 42% 87 
     Yes 58% 119 
Time in this Shelter   
     One wk – 1 mo  19%  40 
     2 – 4 mo 42% 86 
     5 mo and over 39% 79 
Difficulty with Shelter 
Rules 
  
     No 86% 174 
     Yes 14% 28 
Use In Past 30 Days   
     Alcohol 35% 73 
     Marijuana 11% 23 
     Cocaine 1% 2 
     Crack 1% 3 
     Heroin 1% 3 
No. of Drugs Used in 
Past 30 Days 
  
     0 60% 123 
     1 31%  63 
     2 8% 17 
     3 1% 2 
 MEAN (S.D.) RANGE 
Perceived Social Env. 
of Shelter  
2.94 (1.22)  0 – 4.00 
BSI 0.63 (0.66)  0 – 3.08 
PSI 79.96 (22.56)  37.00 – 141.00   











TABLE 4.3: Youth Participant Demographics 
(N = 243) 
 
 MEAN (SD) RANGE 
Youth Age 12.87 (1.17) 11.01 – 14.98 
 PERCENTAGE N 
Gender   
     Male 52% 127 
     Female 48% 116 
Race    
     Hispanic/Latino 39% 94 
     Black 45% 109 
     Black/Hispanic mix      
     or other 
16% 40 
No. of Youth (11 – 14)   
     1 68% 166 
     2 29% 70 
     3 3% 7 
Youth Education   
     5th grade or less 24% 52 
     6th grade 21% 45 
     7th grade 29% 62 
     8th grade 17% 36 
















TABLE 4.4: Shelter Variables, Mental Health and Substance Use – Youth 
 
 PERCENTAGE N 
First Time Shelter   
     No 48% 115 
     Yes 52% 125 
Time in Shelter   
     One wk – 4mo  60%               146 
     5 – 7 mo 19% 47 




     No 75% 181 
     Yes 25% 59 
Use In Past 30 Days    
     Cigarettes  4% 10 
     Alcohol  8% 18 
     Marijuana  4% 10 
No. Drugs Past 
Month 
  
     0 88% 196 
     1 9% 20 
     2 2% 5 
     3 1%  2 
 MEAN (S.D.) RANGE 
Perceived Social 
Env. of Shelter 
3.33 (0.92) 0.00 – 4.00 
CDI 0.27 (0.26) 0.00 – 1.29 


















TABLE 4.5: Psychometric Properties from HOPE Sample 
 
































TABLE 4.6: Correlation Matrix of Psychosocial Wellbeing (Mental Health, Parenting Stress, and Substance Use) and 
Demographics – Caregivers 
 
                 a Some high school or less 
                 b Completed high school or GED  
                 c Some college or more 
























BSI            1            
PSI   0.46***  1           
No. drugs 
past month 
  0.03  0.01      1          
Age 
(Caregiver) 
  0.08  0.06     -0.05      1         
Age 
(Youth) 
 -0.07  0.03     -0.02      0.08        1        
No. of Youth 
 
 -0.05  0.09      0.01     -0.00        0.13        1       
Hispanic 
 
  0.25***  0.17*     -0.10      0.01        0.03   0.04    1      
Black 
 
 -0.20** -0.18*      0.15*      0.01       -0.04   0.09   -0.69***     1     
Mixed/Other 
 
  0.07  0.04     -0.04      0.04       -0.15* -0.07 -0.07    -0.09            1    
Caregiver 
Edu a 
 -0.02  0.11     -0.03     -0.05        0.09        0.11    0.19**    -0.24   -0.04      1   
Caregiver 
Edu b 
  0.04  0.02      0.06      0.01       -0.07        0.10   -0.17*     0.16*    0.04     -0.57***    1  
Caregiver 
Edu c 







































Time in  
Shelter 




-0.06   1            
First Time 
in Shelter 




-0.14*   -0.04   0.05   1          
Age 
(Caregiver) 
 -0.02   -0.04  -0.06 -0.00   1         
Age 
(Youth) 
  0.11   -0.05  -0.13  -0.18*   0.08  1        
No. of 
Youth 
 -0.02   -0.00  -0.06    0.02  -0.00  0.13  1       
Hispanic 
 
  0.02    0.03   0.07   -0.07    0.01  0.03  0.04   1      
Black 
 
 -0.01   -0.08 -0.14*   -0.01    0.01  -0.04  0.09   -0.69***  1     
Mix/other 
 
  0.06    0.11  0.14*    0.06    0.04  -0.15* -0.07  -0.07 -0.09    1    
Caregiver 
Edu a 
 -0.01   -0.11   0.05   -0.02   -0.05    0.09  0.11   0.19** -0.24     0.04    1   
Caregiver 
Edu b 
  0.12   -0.04   0.05    0.09    0.01  -0.07  0.10  -0.17  0.16*      0.04   -0.57***   1  
Caregiver 
Edu c 
 -0.12    0.16*  -0.01   -0.07    0.04  -0.03  0.06  -0.04  0.11      0.01   -0.56***  -0.36*** 1 
                    a Some high school or less 
                    b Completed high school or GED 
                    c Some college or more 















TABLE 4.8: Correlation Matrix of Psychosocial Wellbeing (Mental Health, Parenting Stress, and Substance Use), and Shelter 
Variables – Caregivers 
 






First Time in 
Shelter 
Perceived 




      1       
PSI 
 
      0.46***       1       
No. drugs past 
month 
      0.03   0.01         1     
Time in 
Shelter 
      0.14* 
 
    0.16*  0.12       1      
Diff with 
Shelter Rules 
      0.18**     0.14*      0.23**      -0.06            1   
First Time in 
Shelter 
    -0.01   0.03 -0.09   0.19**           -0.08          1  
Perceived 
Social Env. of 
Shelter 
    -0.22**    -0.15* -0.12 -0.14*           -0.04 0.05 1 
















TABLE 4.9: Correlation Matrix of Trauma and Demographics – Caregivers 
 
 Trauma Age 
(Caregiver)  














     1          
Age  
(Caregiver) 
   0.01        1         
Age  
(Youth) 
  -0.02        0.08  1        
No. of Youth 
 
  -0.05       -0.00  0.13  1       
Hispanic 
 
 -0.17*        0.01  0.03  0.04   1      
Black 
 
   0.13        0.01 -0.04  0.09  -0.69***  1     
Mixed/other 
 
   0.12        0.04 -0.15* -0.07  -0.07 -0.09    1    
Caregiver 
Edu a 
  -0.09       -0.05   0.09 0.11   0.19** -0.24   0.04    1   
Caregiver 
Edu b 
     0.15*        0.01 -0.07   0.10  -0.17   0.16*     0.04   -0.57***   1  
Caregiver 
Edu c 
  -0.05        0.04 -0.03   0.06  -0.04   0.11     0.01   -0.56***  -0.36*** 1 
                             a Some high school or less 
                             b Completed high school or GED 
                             c Some college or more 












TABLE 4.10: Correlation Matrix of Trauma, Psychosocial Wellbeing (Mental Health, Parenting Stress, and Substance Use), 
and Shelter Variables – Caregivers 
 














     1        
BSI 
 
     0.22**        1       
PSI 
 
     0.01        0.46***        1      
No. drugs 
past month 
     0.19**        0.03      0.01          1     
First Time in 
Shelter 
    -0.09       -0.01      0.03         -0.09        1    
Perceived 
Social Env. of 
Shelter 
    -0.05       -0.22**      -0.15*         -0.12  0.05           1   
Diff with 
Shelter Rules 
    -0.08        0.18** 0.14*           0.23** -0.08 -0.04        1  
Time in 
Shelter  
     0.11        0.14* 0.16*          0.12   0.19  -0.14*      -0.06 1 














































No. of Youth 
No. drugs past 
month 
    1        
CDI 
 
 0.31***        1       
Gender 
 
    0.07   0.15* 1      
Hispanic 
 
   -0.01       0.05       0.00          1     
Black 
 
   -0.03      -0.05       0.00   -0.67*** 
 
         1    
Mixed/ 
Other 
    0.02     -0.10        0.04          0.12   0.07       1   
Age 
 
    0.19**      0.05        0.05   0.07  -0.04      -0.02       1   
No. of Youth     0.04       0.03        0.04  -0.01  -0.04 
 








TABLE 4.12: Correlation Matrix of Demographics and Shelter Variables – Youth 
 






Age No. of 
Youth 
 










Gender  1          
Hispanic 
 
     0.00      1         
Black      0.00   -0.67***          1        
Mixed/ 
Other 
     0.04 0.12   0.07    1       
Age  
 

















       -0.06  -0.00   -0.05     0.16       -0.01       -0.14*      -0.03 
 
      -0.16* 1  
Time in 
Shelter  
       -0.07   -0.03    0.07     0.02        0.08    -0.05           0.17**       -0.16*        0.14* 1 













TABLE 4.13: Correlation Matrix of Psychosocial Wellbeing (Mental Health and Substance Use) and Shelter Variables – 
Youth 
 
 No. drugs 
past 
month 









No. drugs past 
month 
    1      
CDI 
 
    0.31***     1     
First Time in 
Shelter 
   -0.02     0.08        1    
Perceived 
Social Env. of 
Shelter 
   -0.14*    -0.26***  -0.01              1   
Diff with 
Shelter Rules 
   -0.02     0.14*   0.03             -0.16**            1  
Time in Shelter     0.03     0.07       0.17**             -0.16*  0.14*  1 

















Table 4.14: Correlation Matrix of Trauma, Psychosocial Wellbeing, and Shelter Variables - Youth 
 
 Trauma CDI No. drugs 
past month 













      1       
CDI 
 
      0.10         1      
No. drugs past 
month 
0.14* 0.31***       1     
First time in 
shelter 




      0.06 -0.26***      -0.14*  -0.01        1   
Diff with Shelter 
Rules 
    0.22***         0.14*      -0.02   0.03   -0.16**        1  
Time in Shelter 
  
      0.04         0.07       0.03       0.17**       -0.16*   0.14* 1 
















TABLE 4.15: Correlation Matrix of Trauma and Demographics - Youth 
 
 Trauma Gender 
(Youth) 
Hispanic Black Mixed/ 
Other 




      1       
Gender 
 
      0.06   1      
Hispanic 
 
      0.02   0.00     1     
Black 
 
      0.01   0.00    -0.67***       1    
Mixed/other 
     
      0.06           0.04      0.12                        0.07     1   
Age  
 
      0.05   0.05     0.07 -0.04    -0.02 1  
No. of Youth 
 
     -0.00   0.04    -0.01 -0.04    -0.21***      0.11 1 












TABLE 4.16: Hierarchical Regressions of Caregiver Mental Health and Shelter Variables 
 
MENTAL HEALTH 
  Model 1 
 B (SE) 
 Model 2 
 B (SE) 
 Model 3 
 B (SE) 
Intercept  1.21 (0.66)  1.52 (0.73)*  1.38 (0.72) 
Age (Caregiver)  0.01 (0.01)  0.00 (0.01)   0.01 (0.01) 
Age (Youth) -0.06 (0.04) -0.06 (0.04) -0.06 (0.04) 
No. of Youth a -0.02 (0.12)  0.00 (0.12)  0.00 (0.12)   
Race b    
     Hispanic  0.36 (0.10)***  0.37 (0.10)***  0.40 (0.10)*** 
     Mixed/ 
     Other 
-0.00 (0.16)  0.04 (0.15)   0.06 (0.14) 
Caregiver Edu.c    
     Some HS    
     or less  
-0.01 (0.12)  0.05 (0.12)  0.08 (0.12) 
     High     
     School  
 0.06 (0.12)  0.13 (0.12)  0.17 (0.12) 
First Time in 
Shelter d 
-0.12 (0.09) -0.12 (0.09) -0.13 (0.10) 




 -0.09 (0.05)* -0.09 (0.05)* 
Diff with shelter 
rules e 
   0.35 (0.13)** 
                         a Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                         b Race categories were dummy coded (0 or 1), using “Black” as the  
                           comparison group. 
                                       c Caregiver education categories were dummy coded (0 or 1), using “some college or  
                           more” as the comparison group. 
                         d First time in shelter was coded 0 = no and 1 = yes.  
                         e Difficulty following shelter rules was coded as 0 = no 1 = yes. 
                         * p ≤ 0.05, ** p ≤ 0.01, *** p ≤ 0.001 












TABLE 4.17: Hierarchical Regressions of Parental Stress and Shelter Variables 
  
PARENTING STRESS 
  Model 1 
 B (SE) 
 Model 2 
 B (SE) 
 Model 3 
 B (SE) 
Intercept   61.46 (20.75)** 72.80 (22.56)** 67.86 (21.85)** 
Age (Caregiver)  0.28 (0.20)  0.30 (0.21)  0.30 (0.21)  
Age (Youth) -0.20 (1.56) -0.85 (1.63) -0.71 (1.57) 
No. of Youth a  3.21 (4.29)  4.49 (4.33)  4.56 (4.22) 
Race b    
     Hispanic  7.73 (3.77)*  7.15 (3.80)  7.56 (3.83)* 
     Mixed/ 
     Other 
 1.62 (4.92)  1.47 (4.99)  1.12 (4.93) 
Caregiver Edu.c    
     Some HS    
     or less  
 8.16 (4.46)  8.19 (4.47)  9.75 (4.55)*  
     High     
     School  
 6.73 (4.63)  7.97 (4.74)  9.90 (4.73)* 
First Time in 
Shelter d 
-0.54 (3.46)  0.77 (3.45)  0.72 (3.46) 




 -2.06 (1.35) -1.74 (1.37) 
Diff with shelter 
rules e 
   9.26 (4.57)* 
                         a Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                         b Race categories were dummy coded (0 or 1), using “Black” as the  
                           comparison group. 
                                       c Caregiver education categories were dummy coded (0 or 1), using “some college or  
                           more” as the comparison group. 
                         d First time in shelter was coded 0 = no and 1 = yes.  
                         e Difficulty following shelter rules was coded as 0 = no 1 = yes. 












TABLE 4.18: Hierarchical Regressions of Caregiver Substance Use and Shelter Variables 
 
SUBSTANCE USE 
  Model 1 
 B (SE) 
 Model 2 
 B (SE) 
 Model 3 
 B (SE) 
Intercept  0.79 (0.57)   1.00 (0.60)  0.84 (0.58) 
Age (Caregiver) -0.00 (0.01) -0.01 (0.01) -0.01 (0.01) 
Age (Youth) -0.02 (0.04) -0.03 (0.04) -0.02 (0.04) 
No. of Youth a  0.01 (0.13)  0.02 (0.14)  0.03 (0.13)  
Race b    
     Hispanic -0.16 (0.11) -0.18 (0.12) -0.16 (0.11) 
     Mixed/ 
     Other 
-0.08 (0.15) -0.07 (0.15) -0.02 (0.15) 
Caregiver Edu.c    
     Some HS    
     or less  
 0.08 (0.12)  0.12 (0.13)  0.17 (0.13) 
     High     
     School  
 0.07 (0.13)  0.13 (0.14)  0.17 (0.14) 
First Time in 
Shelter d 
-0.17 (0.10) -0.19 (0.11) -0.16 (0.11) 




 -0.05 (0.04) -0.05 (0.04) 
Diff with shelter 
rules e 
   0.40 (0.18)* 
                         a Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                         b Race categories were dummy coded (0 or 1), using “Black” as the  
                           comparison group. 
                                       c Caregiver education categories were dummy coded (0 or 1), using “some college or  
                           more” as the comparison group. 
                         d First time in shelter was coded 0 = no and 1 = yes.  
                         e Difficulty following shelter rules was coded as 0 = no 1 = yes. 












TABLE 4.19: Hierarchical Regressions of Youth Depressive Symptoms and Shelter 
Variables 
 
YOUTH DEPRESSIVE SYMPTOMS 
  Model 1 
 B (SE) 
 Model 2 
 B (SE)  
 Model 3 
 B (SE) 
Intercept  0.09 (0.10)  0.37 (0.10)***  0.33 (0.10)** 
Age  0.01 (0.01)  0.01 (0.01)  0.01 (0.01)  
Gender a  0.09 (0.02)***  0.08 (0.02)***  0.08 (0.02)** 
Race b     
     Hispanic  0.03 (0.02)  0.03 (0.02)  0.03 (0.02) 
     Mixed/Other  0.08 (0.01)***  0.10 (0.01)***  0.11 (0.01)*** 
No of Youth c -0.00 (0.03) -0.00 (0.02)  0.00 (0.03) 
First time in 
shelter d 
 0.05 (0.02)**  0.04 (0.02)**  0.04 (0.02)** 




 -0.07 (0.01)*** -0.07 (0.01)*** 
Diff with shelter 
Rules e 
   0.06 (0.02)** 
                       a Gender was coded as 1 = Male and 2 = Female. 
                                       b Race categories were dummy coded (0 or 1), using “Black” as the  
                           comparison group. 
                                       c Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                         d First time in shelter was coded 0 = no and 1 = yes.  
                         e Difficulty following shelter rules was coded as 0 = no 1 = yes. 















TABLE 4.20: Hierarchical Regressions of Youth Substance Use and Shelter Variables 
 
SUBSTANCE USE 
  Model 1 
 B (SE) 
 Model 2 
 B (SE) 
 Model 3 
 B (SE) 
Intercept -0.74 (0.23)** -0.50 (0.28) -0.44 (0.28) 
Age  0.07 (0.01)***  0.06 (0.01)***  0.06 (0.01)*** 
Gender a  0.04 (0.04)  0.04 (0.03)  0.03 (0.04) 
Race b    
     Hispanic -0.01 (0.04) -0.01 (0.05) -0.01 (0.04) 
     Mixed/Other -0.04 (0.02) -0.03 (0.03) -0.04 (0.03) 
No of Youth c  0.04 (0.05)  0.01 (0.06) -0.00 (0.06) 
First time in 
shelter d 
-0.01 (0.03) -0.01 (0.03) -0.01 (0.03) 




 -0.05 (0.02)**  -0.05 (0.02)* 
Diff with shelter 
Rules e 
  -0.08 (0.02)** 
                       a Gender was coded as 1 = Male and 2 = Female. 
                                       b Race categories were dummy coded (0 or 1), using “Black” as the  
                           comparison group. 
                                       c Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                         d First time in shelter was coded 0 = no and 1 = yes.  
                         e Difficulty following shelter rules was coded as 0 = no 1 = yes. 
















TABLE 4.21: Hierarchical Regressions of Trauma and Mental Health – Caregiver 
 
MENTAL HEALTH 
       Model 1 
      B (SE) 
        Model 2 
        B (SE) 
Intercept       0.94 (0.74)         0.52 (0.81) 
Age (Caregiver)     0.01 (0.01)         0.01 (0.01) 
Age (Youth)    -0.03 (0.04)        -0.03 (0.04) 
No of Youth a     0.08 (0.13)         0.08 (0.13) 
Race b   
     Hispanic    0.38 (0.10)***         0.37 (0.10)*** 
     Mix/other     0.11 (0.16)          0.15 (0.16)  
Caregiver Edu.c   
     Some HS    
     or less  
    0.18 (0.10)         0.18 (0.10) 
     High     
     School  
    0.26 (0.10)**         0.23 (0.11)* 
First time in 
shelter d 
   -0.06 (0.09)        -0.05 (0.10) 
Time in shelter     0.07 (0.07)         0.07 (0.07) 




   -0.12 (0.05)**        -0.00 (0.09) 
Trauma*Shelter 
Env. 
        -0.02 (0.01) 
                               a Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                               b Race categories were dummy coded (0 or 1), using “Black” as the comparison group. 
                                                c Caregiver education categories were dummy coded (0 or 1), using “some college or  
                                  more” as the comparison group. 
                               d First time in shelter was coded 0 = no and 1 = yes.  













TABLE 4.22: Hierarchical Regressions of Trauma and Parenting Stress – Caregiver 
 
PARENTING STRESS 
       Model 1 
      B (SE) 
   Model 2 
   B (SE) 
Intercept     69.24 (23.08)**  58.72 (25.13)* 
Age (Caregiver)     0.30 (0.22)    0.30 (0.22) 
Age (Youth)    -0.31 (1.62)   -0.32 (1.63) 
No of Youth a     5.29 (4.83)    5.13 (4.76) 
Race b   
     Hispanic     8.11 (3.95)*    7.89 (3.95)* 
     Mix/other     1.27 (5.41)     2.29 (5.46)  
Caregiver Edu. c   
     Some HS    
     or less  
    9.35 (4.61)* 9.65 (4.57)* 
     High     
     School  
  10.33 (4.78)* 9.55 (4.97)* 
First time in 
shelter d 
    1.67 (3.64)     1.94 (3.66) 
Time in shelter     3.01 (2.48)     3.21 (2.48) 




   -2.72 (1.40)* 
 
    0.24 (2.92) 
Trauma*Shelter 
Env. 
    -0.44 (0.35) 
                                     a Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                                     b Race categories were dummy coded (0 or 1), using “Black” as the  
                                        comparison group. 
                                                         c Caregiver education categories were dummy coded (0 or 1), using “some college or  
                                        more” as the comparison group. 
                                     d First time in shelter was coded 0 = no and 1 = yes.  




















TABLE 4.23: Hierarchical Regressions of Trauma and Substance Use – Caregiver 
 
SUBSTANCE USE 
         Model 1 
        B (SE) 
      Model 2 
      B (SE) 
Intercept         0.85 (0.67)       1.19 (0.72) 
Age (Caregiver) -0.00 (0.01)      -0.00 (0.01) 
Age (Youth) -0.04 (0.04)      -0.04 (0.04) 
No of Youth a -0.02 (0.14)      -0.01 (0.14) 
Race b   
     Hispanic -0.05 (0.11)      -0.04 (0.11) 
     Mix/other  0.05 (0.18)       0.02 (0.18) 
Caregiver Edu. c    
     Some HS    
     or less  
 0.11 (0.12)       0.11 (0.12) 
     High     
     School  
 0.11 (0.14)       0.14 (0.14) 
First time in 
shelter d 
-0.12 (0.11)    -0.13 (0.11) 
Time in shelter  0.09 (0.08)       0.08 (0.08) 




     -0.03 (0.05)      -0.13 (0.08) 
Trauma*Shelter 
Env. 
       0.01 (0.01) 
                                 a Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                                 b Race categories were dummy coded (0 or 1), using “Black” as the  
                                   comparison group. 
                                                   c Caregiver education categories were dummy coded (0 or 1), using “some college or  
                                   more” as the comparison group. 
                                 d First time in shelter was coded 0 = no and 1 = yes.  












TABLE 4.24: Hierarchical Regressions of Trauma and Depressive Symptoms – Youth 
 
YOUTH DEPRESSIVE SYMPTOMS 
  Model 1 
 B (SE) 
 Model 2 
 B (SE) 
Intercept  0.36 (0.10)***  0.47 (0.14)** 
Age  0.01 (0.01)  0.01 (0.01) 
Gender a  0.07 (0.02)**  0.08 (0.02)*** 
Race b   
     Hispanic  0.03 (0.02)  0.03 (0.02) 
     Mix/Other  0.11 (0.01)***  0.11 (0.01)*** 
No of Youth c -0.00 (0.02) -0.01 (0.02) 
First time in 
shelter d 
 0.05 (0.02)**  0.05 (0.02)** 
Time in Shelter   0.01 (0.01)  0.01 (0.01) 




-0.07 (0.01)*** -0.11 (0.04)** 
Trauma*Shelter 
Env. 
  0.01 (0.00) 
                                    a Gender was coded as 1 = Male and 2 = Female. 
                                                           b Race categories were dummy coded (0 or 1), using “Black” as the  
                                         comparison group. 
                                                           c Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                                      d First time in shelter was coded 0 = no and 1 = yes. 
















TABLE 4.25: Hierarchical Regressions of Trauma and Substance Use – Youth 
 
SUBSTANCE USE 
  Model 1 
 B (SE) 
 Model 2 
 B (SE) 
Intercept -0.53 (0.29) -0.94 (0.28)** 
Age  0.06 (0.01)***  0.06 (0.01)*** 
Gender a  0.03 (0.03)  0.02 (0.03) 
Race b   
     Hispanic -0.02 (0.04) -0.02 (0.05) 
     Mix/Other -0.02 (0.02) -0.03 (0.03) 
No of Youth c  0.00 (0.05)  0.02 (0.06) 
First time in 
shelter d 
 0.01 (0.03)  0.02 (0.03) 
Length of time 
in Shelter  
 0.00 (0.02)  0.01 (0.03) 




-0.05 (0.02)**  0.07 (0.02)*** 
Trauma*Shelter 
Env. 
 -0.02 (0.00)*** 
                                    a Gender was coded as 1 = Male and 2 = Female. 
                                                           b Race categories were dummy coded (0 or 1), using “Black” as the  
                                         comparison group. 
                                                           c Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                                      d First time in shelter was coded 0 = no and 1 = yes. 














TABLE 4.26: Moderating Effect of Difficulty Following Shelter Rules on Association 
between Trauma and Caregiver Outcomes 
 
MENTAL HEALTH 
      Model 1 
     B (SE) 
     Model 2 
     B (SE) 
Intercept     0.35 (0.68)      0.36 (0.68) 
Age (Caregiver)     0.00 (0.01)     0.00 (0.01) 
Age (Youth)    -0.01 (0.04)    -0.02 (0.04)  
No of Youth a     0.06 (0.13)     0.04 (0.13) 
Race b   
     Hispanic     0.41 (0.10)***     0.41 (0.10)*** 
     Mix/other     0.11 (0.17)     0.11 (0.16)  
Caregiver Edu.c   
     Some HS    
     or less  
    0.17 (0.10)      0.19 (0.10) 
     High     
     School  
    0.23 (0.09)*     0.24 (0.09)* 
First time in 
shelter d 
   -0.11 (0.10)    -0.12 (0.10) 
Time in shelter     0.09 (0.07)     0.09 (0.07) 
Trauma     0.03 (0.02)*     0.04 (0.02)* 
Diff with shelter 
Rules e 




    -0.04 (0.04) 
                               a Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                               b Race categories were dummy coded (0 or 1), using “Black” as the  
                                 comparison group. 
                                                c Caregiver education categories were dummy coded (0 or 1), using “some college or  
                                 more” as the comparison group. 
                               d First time in shelter was coded 0 = no and 1 = yes.  
                               e Difficulty following shelter rules was coded as 0 = no 1 = yes. 










TABLE 4.27: Moderating Effect of Difficulty Following Shelter Rules on Association 
between Trauma and Caregiver Outcomes 
 
PARENTING STRESS 
      Model 1 
     B (SE) 
        Model 2 
        B (SE) 
Intercept     55.52 (21.80)*         56.03 (21.67)* 
Age (Caregiver)     0.27 (0.23)         0.34 (0.22) 
Age (Youth)     0.12 (1.58)        -0.10 (1.58) 
No of Youth a     4.84 (4.72)         3.49 (4.55) 
Race b   
     Hispanic     8.54 (4.04)*         0.96 (3.94)* 
     Mix/other     0.17 (5.43)         0.01 (5.40)  
Caregiver Edu.c   
     Some HS    
     or less  
   10.46 (4.81)*         11.44 (4.68)* 
     High     
     School  
10.79 (4.95)*        11.46 (4.88)* 
First time in 
shelter d 
    0.85 (3.80)          0.10 (3.71) 
Time in shelter     3.20 (2.49)          2.86 (2.48) 
Trauma    -0.10 (0.45)        0.18 (0.47) 
Diff with shelter 
Rules e 




         -3.27 (1.01)** 
                               a Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                               b Race categories were dummy coded (0 or 1), using “Black” as the  
                                 comparison group. 
                                                c Caregiver education categories were dummy coded (0 or 1), using “some college or  
                                  more” as the comparison group. 
                               d First time in shelter was coded 0 = no and 1 = yes.  
                               e Difficulty following shelter rules was coded as 0 = no 1 = yes. 










TABLE 4.28: Moderating Effect of Difficulty Following Shelter Rules on Association 
between Trauma and Caregiver Outcomes 
 
SUBSTANCE USE 
         Model 1 
        B (SE) 
Model 2 
B (SE) 
Intercept          0.62 (0.62)  0.62 (0.62) 
Age (Caregiver)         -0.00 (0.01) -0.00 (0.01) 
Age (Youth)         -0.03 (0.04) -0.03 (0.04) 
No of Youth a         -0.02 (0.14) -0.02 (0.14) 
Race b   
     Hispanic         -0.02 (0.11) -0.02 (0.11) 
     Mix/other          0.11 (0.18)  0.11 (0.18) 
Caregiver Edu.c   
     Some HS    
     or less  
         0.15 (0.13)  0.15 (0.13) 
     High     
     School  
         0.12 (0.14)  0.12 (0.14) 
First time in 
shelter d 
        -0.07 (0.11) -0.07 (0.11) 
Time in shelter          0.05 (0.07)   0.05 (0.07) 
Trauma          0.02 (0.01)   0.02 (0.01) 
Diff with shelter 
Rules e 




   0.01 (0.06) 
                               a Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                               b Race categories were dummy coded (0 or 1), using “Black” as the  
                                 comparison group. 
                                                c Caregiver education categories were dummy coded (0 or 1), using “some college or  
                                  more” as the comparison group. 
                               d First time in shelter was coded 0 = no and 1 = yes.  
                               e Difficulty following shelter rules was coded as 0 = no 1 = yes. 










TABLE 4.29: Moderating Effect of Difficulty Following Shelter Rules on Association 
between Trauma and Youth Outcomes 
 
YOUTH DEPRESSIVE SYMPTOMS 
  Model 1 
 B (SE) 
 Model 2 
 B (SE) 
Intercept   0.02 (0.10)    0.03 (0.11) 
Age 0.01 (0.01)  0.01 (0.01) 
Gender a 0.09 (0.02)***  0.09 (0.02)*** 
Race b   
     Black  -0.02 (0.02)   -0.02 (0.02) 
     Mix/Other  -0.10 (0.01)***   -0.10 (0.01)*** 
No of Youth c 0.01 (0.03)  0.01 (0.03) 
First time in 
shelter d 
0.06 (0.02)**  0.06 (0.02)** 
Time in Shelter  0.02 (0.01)  0.02 (0.01) 
Trauma 0.00 (0.00)*  0.01 (0.00) 
Diff with shelter 
Rules e 




 -0.00 (0.01) 
                                 a Gender was coded as 1 = Male and 2 = Female. 
                                                       b Race categories were dummy coded (0 or 1), using “Hispanic/Latino” as the  
                                      comparison group. 
                                                       c Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                                    d First time in shelter was coded 0 = no and 1 = yes. 
                                                       e Difficulty following shelter rules was coded as 0 = no 1 = yes. 














TABLE 4.30: Moderating Effect of Difficulty Following Shelter Rules on Association 




  Model 1 
 B (SE) 
 Model 2 
 B (SE) 
Intercept  -0.76 (0.24)** -0.73 (0.23)** 
Age 0.07 (0.01)***  0.06 (0.01)*** 
Gender a 0.03 (0.04)  0.03 (0.04) 
Race b   
     Black 0.01 (0.04)  0.00 (0.04) 
     Mix/Other 0.04 (0.02)  0.05 (0.02)* 
No of Youth c 0.02 (0.05)  0.03 (0.05) 
First time in 
shelter d 
0.00 (0.03)  0.00 (0.03) 
Time in Shelter  0.01 (0.02)  0.01 (0.02) 
Trauma 0.01 (0.01)**  0.02 (0.01)** 
Diff with shelter 
Rules e 




 -0.02 (0.01)** 
                                 a Gender was coded as 1 = Male and 2 = Female. 
                                                      b Race categories were dummy coded (0 or 1), using “Hispanic/Latino” as the  
                                      comparison group. 
                                                      c Number of youth was coded as 0 = one youth, and 1 = two or more youth. 
                                   d First time in shelter was coded 0 = no and 1 = yes. 
                                                      e Difficulty following shelter rules was coded as 0 = no 1 = yes. 



























































































































APPENDIX 1.1: Summary of Literature Related to Trauma, Substance Abuse, and Mental Health among Homeless 
Caregivers 
 





















Homeless mothers had lower annual 
incomes (46% vs 17% had less than 
$7000 respectively; P<.01). Homeless 
mothers experienced more residential 
instability than the housed mothers (3.8 
moves vs 1.8 moves; P<.001) and had 
smaller support networks (P<.001). 
More homeless mothers reported severe 
physical and sexual assault over the 
lifespan than housed mothers (91.6% vs 
81.1%; P<.003). No significant 
differences were found between the 
groups in mental and physical health. 
However, the lifetime prevalence of 
major depressive disorder, 
posttraumatic stress disorder, and 
substance use disorders was 
overrepresented compared to the 
general female population. Both groups 
had lower physical functioning 
compared to the general population and 
a higher prevalence of chronic health 
conditions. 
Sheltered homeless mothers had fewer 
economic resources and social supports 
and higher cumulative rates of violent 
abuse and assault over their lifespans than 
their housed counterparts. However, both 
groups faced extreme adversity that 






LF, et al. 








Childhood predictors of homelessness 
included foster care placement (19.6% 
vs 8.3%; < 0.001), and mother having 
used drugs (12.3% vs 3.7%; < 0.001). 
Factors in adulthood related to 
homelessness included a recent 
hospitalization for a mental health 
problem (5.5% vs 0.9%; <0.01), 
While there were no statistically 
significant differences in physical or 
sexual assault between the housed poor 
mothers and the homeless mothers, there 
were statistically differences in rates of 
hospitalization for mental health issues and 
substance use. Overall, however, factors 









frequent alcohol (9.6% vs 1.4%; < 
<0.001) and cocaine use (18.6% vs 
3.2%; < 0.001). Protective factors 
included having a large social network 
(score of 4.0 vs 4.8 out of a range of 0 – 
7; <0.0001), housing subsidies (10.0% 
vs 26.9%; < 0.0001) and completing 
high school (33.6% vs 49.5%; < 
0.0005).  
resources lead to an increase risk of 
homelessness.  











(n = 56), 
homeless 
single men (n 
= 31), and 
homeless 
women with 
children (n = 
41). 
The poorest of the three groups was the 
women with children (p < 0.05), both 
groups of women reported greater 
psychological distress when compared 
to single men (p < 0.01). In addition, 
both groups of women were more likely 
to have been assaulted (p < 0.01), but 
less likely to have abused drugs (p < 
0.01). The single men reported having 
experienced a greater number of 
stressful life events (p < 0.01). 
However, none of the measure took into 
account parental stress.    
The three groups examined have distinct 
needs and require different interventions.  
Zugazaga 
C. 
2004 Central Florida 162 Homeless 
adults: 
homeless men 
(n = 54), single 
women (n = 
54), women 
with children 
(n = 54)  
Two groups of women were more likely 
to have been physically and sexually 
abused compared to their male 
counterpart. (p< 0.01) Single men were 
more likely to have abused alcohol and 
drugs. (p < 0.01) Women with children, 
in particular, were more likely to have 
lived in foster care (p < 0.05) 
The three groups examined have distinct 






A, Brito C, 
Holupka S. 



















Childhood risk factors for homelessness 
included foster care placement (p < 
0.001), severe abuse (p < 0.01), and a 
birth parent that was mentally ill (p < 
0.01) or abused drugs. (p < 0.001) In 
addition, 62 percent of the caregivers 
reported currently needing services for 
mental health issues, and 36 percent for 
substance abuse problems. 
Families reported high levels of trauma as 


















J.   
2006 Worcester, Mass 
(1993 and 2003) 
Homeless 
mothers in 
1993 study (N 
= 220) and 
2003 study (N 
= 148). 
Homeless mothers in the 2003 study 
were poorer (p < 0.015) when compared 
to the mothers in the 1999 study. In 
addition, they had higher prevalence of 
depression (p < 0.005), post-traumatic 
stress (p < 0.02), and greater prevalence 
of substance abuse or dependence (p < 
0.05).  
The needs of homeless families appear to 
becoming greater due to their higher 
prevalence of trauma, poor mental health, 
and substance abuse. However, the 
samples from the 1999 study and the 2003 
study were distinct. Thus, caution should 
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ID#   ___________________ 
TEAM NAME              ___________________ 
DATE   ___________________ 
CHECKED BY              ___________________ 
ENTERED BY              ___________________ 




This first set of questions asks about your own and your family’s background. 
 
1. What is your date of birth? _______/________/___________ 
 
2. What is the date of birth of your child? _______/________/___________ (If you have two 
children participating please choose one) 
 
3. What is your gender?  
 
Male 
            
Female 
 






5. Are you Hispanic or Latino?  If you are not Hispanic or Latino, skip to question 7. 
 



























7. Are you Black?  If you are not Black skip to question 9. 
   
          
        Yes 
           
No 
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If other, please specify: 
__________________________ 
 
9. If you did not check yes to being Hispanic/Latino or Black please specify below. 
Other: __________________________________________________________ 
 




           
No 
  
11. If you were not born in the United States, in what country were you born?  
     ___________________________________________________________________ 
 
12. If you were not born in the United States, how many years have you lived in the United 
States?  
     __________ years and __________ months. 
 
NOTE: If you have two children in the study – answer the following questions according to the 
child whose birthday you entered above. 
 




           
No 
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14. If your child’s racial/ethnic background is different from yours, how would you describe 




15. Does your child attend school on a regular basis?  
 
                                   
        Yes                          No 
 
16.  How often would you say your child skipped school?  
 
     More than once a week 
     Once a week 
     Once a month 
     Less than once a month 
     Never skipped school 
 
17.  Has your child ever gotten in trouble (i.e. sent to detention, given “warnings” etc.) in school 
for too many    
       absences?                                                                                                 
          Yes                 No  
 
18. How much schooling have you completed? 
 
 














         
      Post  
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20. What language do you usually speak when speaking with your family most of time? 










If other, please specify: 
___________________ 
21. Which best describes your current relationship status? 
 
 Single  
 Married/common law marriage/domestic partnership 
 Divorced  








           
No 
 
23. What is your current religion? (Write “none” if you have none). 
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24. How important is religion or spirituality to you?  
 
 












25. Name of Shelter: ______________________________________ 
 
26. How long have you been staying in this shelter that you are in now? 
 One week – 1 month. 
 2 – 4 months. 
 5 – 7 months. 
 8 – 10 months. 
 11 – 12 months 
 Over 12 months 
 
27. How long have you been living in any shelter within the past year? (If you have been in and 
out of shelters please tell us how much time you have actually spent all together in any 
shelter including the one you are in now) 
 One week – 1 month. 
 2 – 4 months. 
 5 – 7 months. 
 8 – 10 months. 
 11 – 12 months 
 Over 12 months. 
 
28. Is this your first time staying in a shelter?  
 
       Yes  No        
 
 




The following questions have to do with how comfortable you feel in the shelter.  
Item Yes No 
 
1. Do you have friends at the shelter? 
 
  
2. Do you feel safe at the shelter? 
 
  
3. Are there things for people to do at the shelter? 
 
  
4. Are there things for families to do together at the shelter? 
 
  
5. Is there a staff person that you like? 
 
  
6. Are there rules that you have to follow at the shelter? 
 
  
7. Do you have trouble following these rules? 
 
  
8. Do you get in trouble for not following rules at the shelter? 
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SECTION 3 
Now we are going to ask questions about how you are feeling emotionally.  For each of the 
questions please indicate if you were distressed not at all, a little bit, moderately quite a bit 













1.  Nervousness or shakiness inside.      
2.  Faintness or dizziness.      
3. The idea that someone else can 
control your thoughts. 
     
4. The feeling others are to blame 
for most of your troubles. 
     
5. Trouble remembering things.      
6. Pains in heart or chest.      
7. Feeling easily annoyed or 
irritated. 
     
8. Feeling afraid in open spaces or 
on the streets. 
     
9. Thoughts of ending your life.      
10. Feeling that most people can’t be 
trusted. 
     
11. Poor appetite.      
12. Suddenly scared for no reason.      
13. Temper outbursts that you could 
not control. 
     
14. Feeling lonely even when you are 
with people. 
     
15. Feeling blocked in getting things 
done. 
     
16. Feeling lonely.      
17. Feeling blue.      
18. Feeling no interest in things.      
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The next questions are more questions about how you are feeling emotionally. For each of 
the questions please indicate if you were distressed not at all, a little bit, moderately, quite a 













20. Your feelings being easily hurt.      
21. Feeling that people are 
unfriendly or dislike you. 
     
22. Feeling inferior to others.      
23. Nausea or upset stomach.      
24. Feeling that you are watched or  
       talked about by others. 
     
25. Trouble falling asleep.      
26. Having to check and double  
       check what you do. 
     
27. Difficulty making decisions.      
28. Feeling afraid to travel on buses,  
       subways, or trains. 
     
29. Trouble getting your breath.      
30. Hot or cold spells.      
31. Having to avoid certain things,  
       places, or activities because they  
       frighten you. 
     
32. Your mind going blank.      
 33. Numbness or tingling in parts of             
        your body. 
     
34. The idea that you should be 
punished for your sins. 
     
35. Feeling hopeless about the  
       future. 
     
36. Trouble concentrating.      
37. Feeling weak in parts of your  
      body. 
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The next questions are more questions about how you are feeling emotionally. For each of 
the questions please indicate if you were distressed not at all, a little bit, moderately, quite 




Not at all A little 
bit 
 




38. Feeling tense or keyed up.      
39. Thoughts of death or dying.      
40. Having urges to beat, injure, or  
       harm someone.  
     
41. Having urges to break or  
       smash things.  
     
42. Feeling very self-conscious  
       with others. 
     
43. Feeling uneasy in crowds, such  
       as shopping or at a movie. 
     
44. Never feeling close to another  
       person. 
     
45. Spells of terror or panic.      
46. Getting into frequent  
       arguments. 
     
47. Feeling nervous when you are  
       left alone. 
     
48. Others not giving you proper  
       credit for your achievements. 
     
49. Feeling so restless you  
       couldn’t sit still.  
     
50. Feelings of worthlessness.      
51. Feeling that people will take  
       advantage of you if you let  
       them. 
     
52. Feelings of guilt.      
53. The idea that something is  
       wrong with your mind. 
     
 
  




The following questions have to do with stress that you may face as a parent. Please state 
whether you strongly agree, agree, are not sure, disagree, or strongly disagree. If you have two 








1. I often have the feeling that I cannot 
handle things very well. 
     
2. I find myself giving up more of my life to  
    meet my children’s needs than I ever       
    expected. 
     
3. I feel trapped by my responsibilities as a  
    parent. 
     
4. Since having this child I have been unable  
    to do new and different things. 
     
5. Since having a child I feel that I am almost  
    never able to do things that I like to do.  
     
6. I am unhappy with the last purchase of  
    clothing I made for myself. 
     
7. There are quite a few things that bother  
    me about my life.  
     
8. Having a child has caused more problems  
    than I expected in my relationship with  
    my spouse/boyfriend/girlfriend. 
     
9. I feel alone and without friends.      
10.When I go to a party I usually expect not     
    to enjoy myself.  
     
11.I am not as interested in people as I used    
to be.  
     
12.I don’t enjoy things as I used to.       
13.My child rarely does things for me that   
make me feel good.  
     
14.Most times I feel that my child does not 
like me and does not want to be close to 
me.   
     
15.My child smiles at me much less than I           
expected.  
    
16.When I do things for my child I get the  
     feeling that my efforts are not appreciated   
     very much.  
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The following are more questions having to do with stress that you may face as a parent. Please 








17. When playing, my child doesn’t often 
giggle or laugh.  
     
18.   My child doesn’t seem to learn as quickly 
as most children.  
     
19.  My child doesn’t seem to smile as much  
        as most children.  
     
20. My child is not able to do as much as I 
expected. 
     
22.  It takes a long time and it is very hard for  
        my child to get used to new things. 
     
23.  I feel that I am not very good at being a    
 parent. 
     
24.  I feel that I am a person who has some  
 trouble being a parent.  
     
24.  I feel that I am an average parent.       
25.  I feel that I am a better than average  
 parent. 
     
26.  I feel that I am a very good parent.       
27.  I expected to have closer and warmer    
       feelings for my child than I do and this  
       bothers me.  
     
28.  My child does a few things which bother 
me a great deal.  
     
29. My child gets upset easily over the  
       smallest thing.  
     
30. My child’s sleeping or eating schedule 
was much harder to establish than I 
expected.  
     
31. There are some things my child does that 
really bother me a lot.  
     
32. My child turned out to be more of a 
problem than I had expected. 
     
33. My child makes more demands on me 
than most children. 
     
 




The next 3 questions ask about drinking alcohol.  This includes drinking beer, wine, wine 
coolers, and liquor such as rum, gin, vodka, or whiskey.  For these questions, drinking alcohol 
does not include drinking a few sips of wine for religious purposes. 
 
1. Have you ever had a drink of alcohol, other than a few sips? 
   Yes 
   No 
 
2. During the past 30 days, on how many days did you have a drink of alcohol other than a few 
sips? 
   0 
   1 or 2 days 
   3 to 5 days 
   6 to 9 days 
   10 to 19 days 
   20 to 29 days 
   All 30 days 
 
3. During the past 30 days, on the days you had a drink of alcohol other than a few sips, how 
many drinks did you have? 
   I did not have a drink of alcohol 
   Less than 1 drink per day 
   1 drink per day 
   2 drinks per day 
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The next 2 questions are about marijuana use.  Marijuana is also called weed or pot. 
 
4. Have you ever used marijuana? 
   Yes 
   No 
 
5. During the past 30 days, how many times did you use marijuana? 
   0 
   1 or 2 days 
   3 to 5 days 
   6 to 9 days 
   10 to 19 days 
   20 to 29 days 
   All 30 days 
 
The next 2 questions are about cocaine use.   
 
6. Have you ever used cocaine? 
   Yes 
   No 
 
7. During the past 30 days, how many times did you use cocaine? 
   0 
   1 or 2 times 
   3 to 5 times 
   6 to 9 times 
   10 to 19 times 
   20 to 29 times 
   30 times 
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The next 2 questions are about crack use.   
 
8. Have you ever used crack? 
   Yes 
   No 
 
9. During the past 30 days, how many times did you use crack? 
   0 
   1 or 2 times 
   3 to 5 times 
   6 to 9 times 
   10 to 19 times  
   20 to 29 times 
   30 times  
 
The next 2 questions are about heroin use.   
 
10. Have you ever used heroin? 
   Yes 
   No 
 
11. During the past 30 days, on how many times did you use heroin? 
   0 
   1 or 2 times 
   3 to 5 times 
   6 to 9 times 
   10 to 19 times 
   20 or more times 
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12. During the past 30 days, have you used any other drug? 
    Yes (If yes, please specify: ______________________ ) 




























INTERVIEWER: Life in a city can be stressful.  We want to know about stress you have 
experienced in your neighborhood during the past year. By “neighborhood,” we mean the 
streets, houses, or buildings close to your home.  By “home,” we mean the house or apartment 
where you stay at night or on weekends.  Some teenagers spend part of    the week staying with 
one parent or relative, and part of the week staying with another.  If you usually do this, we 
would like to know about stress you have experienced in both neighborhoods.  
 
Please tell me your current Zip Code:  ___ ___ ___ ___ ___ 
 
READ:  Listed below are stressful things that teenagers in New York City have experienced in 
their neighborhoods.  For each event listed, please indicate if and how often this event, or 




Never Once A Few 
Times 
Often 
1. A family member was attacked or beaten.     
2. A family member was stabbed or shot.     
3. A friend was stabbed or shot.     
4. A family member was stopped and questioned 
by the police. 
    
5. Someone threatened to hurt a member of my 
family. 
    
6. A family member was robbed or mugged.     
  7. Saw people dealing drugs in the neighborhood.      
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Below are some more events that happen to some people.  Please mark off any that 





8. I lost my job 
 
  
9. Death of a family member 
 
  
10. Family member having a drug problem 
 
  
11. Was physically attacked 
 
  
12. Raped/sexually assaulted 
 
  
13. You witness a fight in which a weapon was used 
 
  
14. You saw drug deals  
 
  
15. My child changed to a new school 
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ID#  ___________________ 
TEAM NAME ___________________ 
DATE  ___________________ 
CHECKED BY ___________________ 
ENTERED BY ___________________ 
  





This first set of questions asks about your own and your family’s background. 
 
1.   What is your date of birth? _______/________/___________ 
 




            
Female 
 
3. Are you Hispanic or Latino? If you are not Hispanic or Latino, skip to question 5. 
 
 




























5. Are you Black? If you are not Black skip to question 7. 
   
          
        Yes 
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6. If you are Black, what is your ethnic background?   
                       
Black              African- 
                     American                                                                                   
                         
Caribbean 
     
African 
                            
Other 
 
             If other, please specify: 
             __________________________ 
 




8. Were you born in the United States? 
 
Yes 
           
No 
 
9. If you were not born in the United States, in what country were you born? If you were 
born in the United States, skip to question 12. 
 
     ___________________________________________________________________ 
 
10. If you were not born in the United States, how many years have you lived in the United 
States? If you were born in the United States, skip to question 12. 
  
     __________ years and __________ months. 
 
11. What grade are you currently in? 
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If other, please specify: 
__________________ 
13. What language do you usually speak when speaking with your family most of time? 










If other, please specify: 
___________________ 
14. Do you attend school on a regular basis?               
 
 Yes 
           
 No 
 
15. How often would you say you skipped school? 
       More than once a week? 
       Once a week? 
       Once a month 
       Less than once a month? 
       Never  
 
16. Have you ever gotten in trouble (i.e. sent to detention, given “warnings” etc.) in school for 
too many   
      absences?                                                                   
        
 Yes 
           
 No 
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17. What is your current religion? (Write “none” if you have none). 
 
       ____________________________________________________ 
 
18. How important is religion or spirituality to you?  
 
 












19. Name of Shelter: ______________________________________ 
 
 
21. How much time you have actually spent all together in the shelter system in the past year? 
(If you have been in and out of shelters please tell us how much time you have actually spent all 
together in any shelter including the one you are in now) 
 
 One week – 1 month. 
 2 – 4 months. 
 5 – 7 months. 
 8 – 10 months. 
 11 – 12 months 
 
22. Is this your first time staying in a shelter?  
    
 Yes  No        
 
 




The following questions are about cigarette, alcohol, and marijuana use.  For each question 
mark an “X” in the box next to your answer. 
 
The first 2 questions ask about tobacco or cigarette use. 
 
1. Have you ever tried cigarette smoking, even one or two puffs? 
 
   Yes  
   No  
 
2. During the past month (a month is 4 weeks), how many cigarettes did you smoke per week? 
 
  I did not smoke cigarettes during the past 30 days 
  Less than 1 cigarette per week 
  1 cigarette per week 
  2 to 5 cigarettes per week 
  6 to 10 cigarettes per week 
  11 to 20 cigarettes per week 
  More than 20 cigarettes per week 
 
The next 2 questions ask about drinking alcohol.  This includes drinking beer, wine, wine 
coolers, and liquor such as rum, gin, vodka, or whiskey.  For these questions, drinking alcohol 
does not include drinking a few sips of wine for religious purposes. 
3. Have you ever had a drink of alcohol, other than a few sips? 
 
  Yes  
  No  
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4. During the past month (a month is 4 weeks), how many times did you have a drink of 
alcohol other than a few sips? 
 
  0 
  1 or 2 times per week 
  3 to 5 times per week 
  6 to 9 times per week 
  10 to 19 times per week 
  20 or more times per week 
 
The next 2 questions are about marijuana use.  Marijuana is also called weed or pot. 
 
5. Have you ever used marijuana? 
 
 Yes  
  No  
 
6. During the past month, how many times did you use marijuana? 
 
  0 
  1 or 2 times 
  3 to 5 times 
  6 to 9 times 
  10 to 19 times 








The following questions have to do with how comfortable you feel in the shelter.  
 
Item Yes No 
 
1. Do you have friends at the shelter? 
 
  
2. Do you feel safe at the shelter? 
 
  
3. Are there things for people your age to do at the shelter? 
 
  
4. Are there things for families to do together at the shelter? 
 
  
5. Is there a staff person that you like? 
 
  
6. Are there rules that you have to follow at the shelter? 
 
  
7. Do you have trouble following these rules? 
 
  
8. Do you get in trouble for not following rules at the shelter? 
 
  























This following list describes different feelings and ideas.  From each group pick ONE sentence 
that describes you best for the LAST 2 WEEKS.  There is no right or wrong answer just pick the 
sentence that best describes the way you have been in the LAST 2 WEEKS.  
 
Remember, pick out the sentence that describe your feelings and ideas in the past TWO 
WEEKS 
 
1.      I am sad once in a while 
         I am sad many times 
         I am sad all the time 
 
2.      Nothing will ever work out for me 
         I am not sure if things will work out for me 
         Things will work out for me OK  
 
3.      I do most things OK 
         I do many things wrong 
         I do everything wrong 
 
4.      I have fun in many things 
         I have fun in some things 
         Nothing is fun at all. 
 
5.      I am bad all the time.  
         I am bad many times 
         I am bad once in a while 
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6.      I think about bad things happening to me once in a while 
         I worry that bad things will happen to me.  
         I am sure that terrible things will happen to me. 
 
7.      I hate myself 
         I do not like myself  
         I like myself 
 
8.      All bad things are my fault 
         Many bad things are my fault 
         Bad things are not usually my fault 
 
9.      I do not think about killing myself   
         I think about killing myself but I would not do it 
         I want to kill myself 
 
10.    I never have fun at school 
         I have fun at school only once in a while 
         I have fun at school many times 
 
 
11.    I have plenty of friends 
          I have some friends but I wish I had more 
          I do not have any friends 
 
12.     My schoolwork is alright 
           My schoolwork is not as good as before 
           I do very badly in subjects I used to be good in 
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13.     I can never be as good as other kids 
           I can be as good as other kids if I want to 
           I am just as good as other kids 
 
14       Nobody really loves me 
           I am not sure if anybody loves me 
           I am sure that somebody loves me 
 
15.      I usually do what I am told 
           I do not do what I am told most times 
           I never do what I am told 
 
16.      I get along with people 
           I get into fights many times 
























INTERVIEWER: Life in a city can be stressful.  We want to know about stress you have 
experienced in your neighborhood during the past year. By “neighborhood,” we mean the 
streets, houses, or buildings close to your home.  By “home,” we mean the house or 
apartment where you stay at night or on weekends.  Some teenagers spend part of    the 
week staying with one parent or relative, and part of the week staying with another.  If you 
usually do this, we would like to know about stress you have experienced in both 
neighborhoods.  
Please tell me your current Zip Code:  ___ ___ ___ ___ ___Listed below are stressful things 
that teenagers in New York City have experienced in their neighborhoods.  For each event 
listed, please indicate if and how often this event, or something like it, happened in the 
neighborhood(s) where you lived during the past year.   
Statement Never Once A Few  
Times 
Often 
1. A family member was attacked or beaten.     
2. A family member was stabbed or shot.     
3. A friend was stabbed or shot.     
4. A family member was stopped and questioned by the  
    police. 
    
5. Someone threatened to hurt a member of my family.     
6. A family member was robbed or mugged.     
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Below are some more events that happen to some people.  Please mark off any that 
happened to you in the past year.  
 
Statement Yes No 
8. Mother or father lost job   
9. Death of a family member   
10. Family member having a drug problem   
11. Were physically attacked   
12. Raped/sexually assaulted   
13. You witness a fight in which a weapon was used   
14. You saw drug deals    
15. Changing to a new school   
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APPENDIX 4.1: Results of Exploratory Factor Analysis among Caregivers (Two Factor 
Orthogonal Rotation) 
 
Eigenvalues of the Reduced Correlation Matrix: Total = 1.61191271 Average = 
0.17910141 
  Eigenvalue Difference Proportion Cumulative 
1 1.43685106 0.88198080 0.8914 0.8914 
2 0.55487026 0.29853556 0.3442 1.2356 
3 0.25633470 0.16959887 0.1590 1.3947 
4 0.08673583 0.07561741 0.0538 1.4485 
5 0.01111842 0.05663155 0.0069 1.4554 
6 -.04551313 0.10291014 -0.0282 1.4271 
7 -.14842327 0.11861922 -0.0921 1.3350 
8 -.26704249 0.00597617 -0.1657 1.1694 
9 -.27301866   -0.1694 1.0000 
 
Rotated Factor Pattern 
  Factor1 Factor2 
1. Do you have friends at the shelter? -0.04079 0.27289 
2. Do you feel safe at the shelter? 0.42572 0.11239 
3. Are there things for people to do at the shelter? 0.66954 -0.15346 
4. Are there things for families to do together at the shelter? 0.66361 -0.24027 
5. Is there a staff person that you like?  0.26527 0.12814 
6. Are there rules that you have to follow at the shelter? 0.17709 0.25836 
7. Do you have trouble following these rules? -0.00642 0.31612 
8. Do you get in trouble for not following rules at the shelter? 0.02452 0.46420 
9. Does the staff at the shelter help you and your family? 0.49844 0.04877 
  






































Scree Plot of Eigenvalues
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APPENDIX 4.2: Results of Exploratory Factor Analysis among Youth (Two Factor 
Orthogonal Rotation) 
Eigenvalues of the Reduced Correlation Matrix: Total = 1.07926547 Average = 
0.11991839 
  Eigenvalue Difference Proportion Cumulative 
1 1.01564367 0.41882329 0.9411 0.9411 
2 0.59682039 0.42702010 0.5530 1.4940 
3 0.16980028 0.09855218 0.1573 1.6514 
4 0.07124811 0.10919522 0.0660 1.7174 
5 -.03794711 0.06398601 -0.0352 1.6822 
6 -.10193312 0.04316764 -0.0944 1.5878 
7 -.14510076 0.03870212 -0.1344 1.4533 
8 -.18380288 0.12166022 -0.1703 1.2830 
9 -.30546310   -0.2830 1.0000 
 
Rotated Factor Pattern 
                                                                                                      Factor1 Factor2 
1. Do you have friends at the shelter? 0.22143 0.42247 
2. Do you feel safe at the shelter? 0.43373 -0.05313 
3. Are there things for people your age to do at the shelter? 0.33312 0.32637 
4. Are there things for families to do together at the shelter? 0.42941 -0.03026 
5. Is there a staff person that you like? 0.28285 0.19503 
6. Are there rules that you have to follow at the shelter? 0.27068 -0.03903 
7. Do you have trouble following these rules? -0.27664 0.40166 
8. Do you get in trouble for not following rules at the shelter? -0.08645 0.35913 
9. Does the staff at the shelter help you and your family? 0.46751 0.07425 
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